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“Doctors Agree’ 


Last week I found a spool of 
Pro-Cap plaster in a desk I hadn’t 
touched in over three years. I used 
it. It stuck. 


I’ve thrown away many a roll of 
tape . . . they dry out too fast. 
Pro-Cap stays fresh and tacky 
longer. 


I’m very satisfied with Pro-Cap. 
It’s effective where skin irritation 
is a problem. It seems to have a 
longer life than other plasters. 





“Nurses Endorse” 


We use three or four brands of 
plaster in my hospital. The Supply 
Dept. often asks us to take ‘‘X”’ or 
“Yy” brand if they have a heavy 
inventory. Pro-Cap seems to keep 
its tack longer. 

. e e 

We use three brands of plaster in 
my hospital. I like Pro-Cap, because 
even if you get an old roll, it’s a 


fresh roll. 


Our experience has been that we 
get fewer complaints about lack of 
tack from Seamless Pro-Cap. 


“Dealers Confirm” 


I handled four brands of tape for 
years. I was getting complaints 
about lack of tack and drying out. 
Now I carry Seamless Pro-Cap and 
no complaints. 

e e e 

One of my stock boys neglected to 
rotate some Pro-Cap six months 
ago. I was going to try to send it 
back. Then I tried it. It was still 
fresh and tacky. 


My customers want a plaster 
that sticks. That’s why I handle 
Seamless Pro-Cap. 





Why Less-Irritating Seamless Pro-Cap 
Stays Fresh Longer 





@ You, too, will agree, when you try 
Seamless Pro-Cap Adhesive Plaster — 
it stays fresher longer. The long-life rub- 
ber adhesive mass used in Seamless Pro- 
Cap is an exclusive formulation unlike 
any other used in ordinary plasters. 


Strict controls assure uniformity from 
roll to roll. It is guaranteed fresh. Fresh 
when you buy it. Fresh when you use it. 
Fresh long after ordinary tapes have 
dried out. Fresh because Pro-Cap fresh- 
ness is built into the adhesive mass. 


Fresh Seamless Pro-Cap sticks on con- 
tact. Applied over long periods of time 
it will not slip or creep —virtually no 
“clean-up” after removal. 





Little or No Itching and Irritation 


The effective action of the fatty acid 
salts, zinc propionate and zinc caprylate, 
has been extended over the longer life 
span of fresh Seamless Pro-Cap. Write 
for copies of published medicai papers. 


FREE Sample — Write Dept. £3 


Prove fresh Seamless Pro-Cap to your 
complete satisfaction.Use part of the roll 
now. Put it away for weeks, months. Use 


it again. You’ll know what we mean by 
“built-in” freshness. Fresh Seamless Pro- 


Cap is sold exclusively through selected 
Surgical Supply Dealers and is available 
in either Regular or Service Weight. 


FINEST QUALITY SINCE 1877 














A Complete Line of 
Surgical Dressings 


- All-Gauze, Cotton- 
Filled and X-Ray 
Detectable Sponges 
e Hundred Yard 
Gauze e Bandage 
Rolls « Cotton B. 

e Combination Pad- 
ding « Abdominal 
Packs « Face Masks 
e Operating Room 
caps e« Cotton e 
Sterile packaged 
items for doctors’ 
offices and industrial 
clinics. 
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The Presbyterian Home, Evanston, Ill. 


Lyall COMUCHIUEN 


In food service to the aged and convalescent, Sexton 
paper plates, cups and napery meet every need for 
sanitation, convenience and good taste. Increasing 
thousands of restaurants, coffee shops and cafeterias 
which require a service economical and distinctive 
depend on Sexton for paper goods. Huge stocks, com- 
plete assortment, and speedy service assure prompt 
supply of every need—whether strictly utilitarian or 
elegantly de luxe. 


JOHN SEXTON & CO., CHICAGO, 1954 
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ST. EXPEDITUS HOSPITAL 


. ‘ 
Llane Nelo Necleacteen—! 

Ah what is so rare as a day in June! The poet really must have 
been thinking of hospital people when he wrote that. The conventions 
are over until the Fall, although Sister Rita Ann I believe has be- 
come more conference conscious since her return from Atlantic City 
and the state hospital meet. The Sisters really enjoyed the trip East 
and they're still talking about the wonderful talks they heard and 
the ideas that were discussed. They liked the ocean, too. I think, 
however, that they're still a bit curious as to what goes on in the 
Chaplains' meetings, particularly since one of our talks was on "The 
Relations Between the Chaplain and the Sisters". So far, I haven't 
put anything out since one of the Nuns I ran into in Atlantic City 
gave me the impression that she thought the talk might as well have 
been titled, "The Chaplain vs. the Sisters". She wasn't at the meet- 
ing, but I think I'm going to suggest to Father Flanagan that he line 
her up for next year. The salt air did clear up a lot of things, 
though. 

From the grapevine I understand that currently the main occu- 
pational therapy for our younger Sisters is finger painting. Sister 
Dymphna claims it is very relaxing. She and Sister Rose Elizabeth 
started it, and the other Sisters are getting their amusement vicar- 
iously by trying to interpret the paintings of the two amateur 
artists. Some of them think it kind of messy, but Sister Dymphna 
Claims that they just haven't got the feel of it yet. I think they 
still give canasta and Chinese checkers a whirl now and then on rainy 
evenings. With the nice weather we have been having, the croquet 
mallets and the tennis rackets will soon be getting a work-out too. 
There are some pretty good books making the rounds, too. I just 
finished, "And Nora Said Yes" and am trying to get my hands on some 
of the Marian literature that has come in. I'm supposed to give a 
conference on "Consecration" next month, and right now I'm a bit con- 
fused. The diocese has been consecrated to Mary about five times now, 
and with the Sodality consecration, the De Montfort consecration, the 
Chaminade consecration, it's no wonder sometimes the Sisters don't 
know where they are going or the chaplains, either. 

Last Saturday night was kind of rough around here. Sister 
Concepta up in 0.B. thought she had done quite well by getting five 
mothers delivered and comfortable before she went to bed. The next 
morning there were seven more additions on the breakfast menu! 

The main office and the admissions clerks are getting a work- 
out, too. Honestly, I believe, along with the cooks that they are 
the forgotten people in the hospital world. They had a man with a 
five-year-old kid badly in need of some stitches walk out on them 
-the other day, because he thought $5.00 too much for the emergency 
room. It was really too bad that one of the Sisters couldn't have 
been there to handle it. But since Sister Rita Ann got back from 
the convention, I'm sure they're going to be a little more "hep" in 
handling deals like that. 

Oh, I almost forgot. Since you're taking your finals this 
summer, is there anything you can think of that your dear brother 
could contribute to the happiness of the occasion besides his pres- 
ence. If I don't hear from you, don't be surprised at what arrives. 
In Christ, your brother, 


Tatars Badiiitaicn 
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sanitary construction 
rrom siickmen-suilt H LQWATS Maintenance costs 


award-winning 
food service AT BAYLOR UNIVERSITY HOSPITAL, DALLAS, TEXAS 
installations 





AT 


on © 


Zz | MERIT AWARD : 
ef Institutions Food Service Contest’ 


FLOOR PANTRY—showing Blickman-Built food conveyor. GENERAL VIEW OF MAIN KITCHEN — showing food conveyors lined up opposite cook's 

Note stainless steel serving counter with round-corner tables. When loaded, conveyors are wheeled to elevators and taken to individual floor 

bottom. Pantries have complete service facilities. pantries. Stainless steel cook's table typifies sanitary construction of all equipment, featuring 
round corners, rolled edges, seamless crevice-free surfaces. Note built-in bain marie. 


@ The stainless steel equipment in this prize-winning installation 

features construction details which reduce time and labor required for 

cleaning. For example, wall-mounting of sinks and dish tables leaves 

floor areas unobstructed for rapid, thorough cleaning. Stainless steel pipe 

enclosures prevent accumulation of dirt and grease on inaccessible sur- 

faces. Welded tubular undershelves are readily cleaned on all surfaces. 

IN a Round-corner sinks,) rolled edges and seamless stainless steel surfaces 

' facilitate cleaning by eliminating dirt-collecting crevices. Such details 

CAFETERIA—close up of stainless steel serving counter. = hej maintain the highest standards of hospital sanitation. In addition, 
Round-corner bottom, seamless top, welded tray slides, ; , ; 

elimination of horizontal trim—all promote cleanliness, durable welded structures assure years of repair-free service life. 

Maintenance costs are low as a result. 

The installation serves approximately 55,000 meals every month to 
patients and employees. Service to patients is handled through a well- 
planned decentralized system. Pre-heated food conveyors are loaded with 
bulk food in the main kitchen and transported to individual floor pantries. 
There, trays are set up and distributed to patients. 

Designed and equipped by S. Blickman, Inc., this installation won a 
Merit Award in a recent Institutions Food Service Contest. You, too, 
can realize substantial savings in labor and maintenance costs by 
specifying “Blickman-Built.” 


FUNCTIONAL DESIGN AIDS SANITATION in main dish ay Send for illustrated folder describing Blickman-Built Food Serv- 
pantry. Stainless steel clean dish table with built-in ice Equipment — available in single units or complete installations. 


round-corner sink. Wall-mounting eliminates leg obstruc- 
tions, facilitates cleaning. Welded tubular undershelf S. Blickman, Inc., 1706 Gregory Ave., Weehawken, N. J. 


is suspended from dish table, leaving floor clear. 


Blickman-Built 


FOOD SERVICE EQUIPMENT 


COFFEE URNS STEAM TABLES 
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INFORM 
CONTROLS 


Especially Important 
with the 
Approach of Summer 























y, 


Before 


An Aid in Control 
of Infant Diarrhea 


Terminal processing of formula 
at 230° requires a time factor of 
10 minutes. Such a short period 
is recommended because of pos- 
sible damage to the milk. 


After 


The danger in use of such a 
short 10 minute exposure (gen- 
eral autoclaving requires 30 min- 
utes) can be offset by use of 
Inform Control. 


Thus if the milk is slow in heat- 
ing inside the bottles Informs 
will tell you. If your autoclave 
is not highly efficient and the 
thermometer is incorrect, In- 
forms will tell you. 


In general, Informs are as neces- 
sary as Diacks because you are 
working on “the edge of sterili- 
zation”. 
Box of 100, $4.90 
POSTPAID 


SMITH and UNDERWOOD 
1841 N. Main St Royal Oak, Mich. 


Sole manufacturers Diack and 


Inform Control 
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Sister M. Eugenia, O.P., 
C.H.A. Pioneer Dies in 
Jamaica, Long Island 


Another pioneer in the develop- 
ment of the Association and in its 
many activities passed to her eternal 
reward on March 30, 1954 at Mary 
Immaculate Hospital, Jamaica, in her 
88th year and the 70th year of her re- 
iigious life: Sister M. Eugenia, O.P., 
until a very few years ago a regular 
delegate to all of the C.LH.A. Conven- 
tions. Diminutive Sister Eugenia will 
be missed by many who had always 
looked forward to seeing her at the 
time of the annual meeting, and will 
long be remembered by the many to 
whom she was a source of consolation 
and strength. 

Her first service was at St. Cath- 
erine’s Hospital in Brooklyn; later she 
studied for the profession of pharma- 
cist, graduating in 1893. She served 
as first pharmacist in the new Mary 
Immaculate Hospital in Jamaica on 
its completion in 1904. Fifteen years 
later she was appointed superintendent 
of Mary Immaculate, and took an ac- 
tive part in the planning of the new 
hospital which was opened in 1929. 

She was nominated to the Executive 
Board of the Association in 1923. In 
1934 she was granted Fellowship in 


the American College of Hospital Ad- 
ministrators. In 1940, she was awarded 
the Distinguished Service Cross by the 
C.H.A. on the occasion of its Silver 
Jubilee Meeting. In 1948, to recog- 
nize her three score years of service in 
Catholic hospitals, the title of super- 
intendent emeritus of Mary Immacu- 
late Hospital was conferred on her. 

Sister Eugenia was laid to rest after 
a Solemn Mass of Requiem offered at 
the Mary Immaculate Hospital Chapel 
on Saturday, April 3, with burial at 
the Queen of the Rosary Cemetery in 
Anityville. The Officers of the Asso- 
ciation and the staff of HOSPITAL 
PROGRESS join with the friends of 
Mary Immaculate and St. Catherine’s 
in extending sympathy to the members 
of this Dominican Order on the loss of 
one of its distinguished members. Un- 
doubtedly Sister Eugenia is now reap- 
ing the rich reward she merited for her 
exemplary religious life. 


New Honors to Monsignor Barrett 


The Tri-State Assembly annually 
recognizes hospital workers for out- 
standing service through an award of 
merit, which in effect is a symbol of 
appreciation for outstanding service 


(Continued on page 10) 


During the 1949 Convention in St. Louis, Sister Eugenia, O.P., who died 
recently in Jamaica, Long Island, unveiled the above portrait of Father 
Schwitalla, while the Association's president emeritus looked on. 
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Take another look at your laundry requirements. . 


Discover new economies in laundry operation 


and clean linen control with an 


- + » AMERICAN JUNIORETTE LAUNDRY 


Ample supplies of fresh, clean 

linens for even a 20-bed hospital 

can be a problem—if laundry 

equipment is slow and breaks 

down often. Lakeview Hospital, 

Lakeview, Oregon, faced this 
problem. Slow, undependable home-type machines 
kept repair and labor costs high, linen supplies in jeop- 
ardy. And quality left something to be desired. 


Then came consultation with American—and installa- 
tion of a new American Juniorette Laundry. Lakeview’s 
laundry problems have vanished ! Their Juniorette keeps 
them generously supplied with fresh, sterile-clean linens, 
towels, blankets. One operator does all the work in a 
few hours daily. And breakdowns and repairs are a 


thing of the past. 


American JUNIORETTE Laundry 
Chances are, your volume—light to moderate—is made 


to order for the American Juniorette. This balanced com- 
bination of equipment includes everything you need for 
aneflicient laundry. Fits a space only 12 x 14 feet. 


Junior Casade Washer 
with Rinsomatic Control. 


Motex Extractor. 


Aircraft Drying Tumbler. 
Model “'S" Ironer. Your American Laundry Consultant will give you all the 
facts. His services are yours without cost or obligation. 


Just mail the coupon. 


You can depend on your American 
Laundry Consultant’s advice in your se- 
lection of equipment from the complete 
American Line. Backed by our 86 years Clip and Mail Today! 
experience in planning and equipping i 
laundries, he can help solve your clean 
linen problem. Ask for his specialized 
assistance anytime ... no obligation. 


AMERICAN 


LAUNDRY MACHINERY CO. 


CINCINNATS 32, ONIO 


World's Largest, Most Complete Line of 
Laundry and Dry Cleaning Equipment 


ALM-138 
THE AMERICAN LAUNDRY MACHINERY CO. 
CINCINNATI 12, OHIO 
(] Please send information on JUNIORETTE LAUNDRY. 


[J Have your Representative call. 


Name 








Hospital 
Address 
City State 
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(Continued from page 8) 


in the hospital field within this tri- 
state area. This year’s award was ten- 
dered to Monsignor John W. Barrett, 
Archdiocesan Director of Hospitals for 
Chicago, upon the selection of the IIli- 
nois Hospital Association Board of 
Trustees as the Illinois recipient of this 
distinction. Monsignor Barrett, a for- 
mer President of the Catholic Hospital 
Association and long active in its af- 
fairs, is remembered by many of the 
Sisters and Brothers. His contribution 
to the Association has been notable. 
We join with the Illinois Board of 


NOW an automatic wound clip 
applier equal to your skill 
and speed 


G@® AUTOCLIP’ APPLIER 


AND REMOVER 


Trustees in extending congratulations 
to the 1954 recipient of this distinc- 
tion. 


Chaplains Conference 
Organized in lowa 


At the recent annual meeting of the 
Iowa Conference of Catholic Hospitals 
held in Sioux City on April 8-9, a per- 
manent group was formed for Catholic 
chaplains assigned to hospital duty. A 
special committee of chaplains was or- 
ganized at the meeting. Rev. R. Dirk- 
sen, C.PP.S., of St. Anthony’s Hospital, 
Carroll, was chosen chairman; Rev. E. 





B. Brugman of Sacred Heart Hospital, 
Fort Madison, was elected secretary. 


This is the second of the Associa- 
tion’s Conferences in connection with 
which chaplains have developed or- 
ganized activities. The California Con- 
ference of Catholic Hospitals was the 
first having organized its chaplains’ 
group in 1951. 


New Officers Elected by 
Oklahoma Conference 


At the recent meeting of the Okla- 
homa Conference, the following slate 
of officers was chosen: President—Sis- 
ter M. Fidelise, Blackwell General Hos- 
pital, Blackwell; 1st Vice-President— 
Sister M. Agnes, St. Anthony’s Hos- 
pital, Oklahoma City; 2nd Vice-Presi- 
dent—Sister M. Rosalia, Mercy Hos- 
pital, Oklahoma City; Secretary—Sis- 
ter M. Francis Eugene, St. Anthony's 
Hospital, Oklahoma City; Treasurer— 
Sister M. Bonaventure, St. Francis Hos- 
pital, Holdenville; 1s¢ Director—Sister 
M. Magdalen, St. John’s Hospital, 
Tulsa; and 2nd Director—Sister M. 
Stella, Ponca City Hospital, Ponca City. 


Reorganization of the 
Western Conference 


Sunday, April 25, marks a forward 
step in the activity of Catholic hos- 
pitals in the western states, for on this 
date representatives of the nine west- 
ern states assembled at the Statler 
Hotel in Los Angeles to confirm their 


‘ previous written approvals for the for- 


mation of a federation of state and 


All the advantages of wound clip skin closure—faster 
healing, better cosmetic effect, minimum of tissue 
trauma, easy clip removal—with the Autoclip Applier, 
a responsive, dependable instrument that gives greater 
efficiency and speed to wound closure. 
FASTER APPLICATION, POSITIVE ACTION—Based on the 
standard Michel technic, the Autoclip Applier is fast 
and positive. Autoclips can be applied to the skin as 
rapidly as the edges of the wound can be proximated Ry 
...the surgeon can concentrate on the actual closure, # 3 
Cosmetic results are better. Rack of 20 Autoclips is speedily 
FOR EMERGENCIES—The compact Applier weighs only _loaded into magazine. 
two ounces—can be carried loaded and sterile in your 
bag always ready for use. When using the Autoclip 
Applier, nursing assistance is not required. The Auto- 
Autoclip Remover for quick, 
painless removal of Autoclips. 


other regional groups of Catholic hos- 
pitals. 


REG. PEND, 
APPLIES FOR 


In this meeting, Rev. Bernard Cro- 
nin of San Francisco, Monsignor 
Thomas J. O'Dwyer of Los Angeles, 
and Father Flanagan, Executive Di- 
rector of the Association, participated. 
As presiding officer, Father Flanagan 
outlined the steps that had thus far 
been taken respecting the organization 
of the federation. Monsignor O’Dwyer 
expressed the opinion that in order to 
meet more effectively the growing 


clip Applier holds 20 Autoclips—(18mm.). Autoclips 
are double wound clips; fewer are needed. 


For complete description, write for Form 531. 
AUTOCLIP Applier 414"x1 "x", rustless, chrome plated, $23.50 


AUTOCLIPS 18mm., 20 nickel silver dou 
100 clips (5 racks) to a box .............. 
1000 clips (10 boxes) to a carton 

AUTOCLIP Remover, 4”, stainless steel. 

Quantity Discounts 5M—5%, 1OM—10% 


Order from your surgical supply dealer 


EXCLUSIVE 


problems besetting hospitals, this 
course of development would prove to 
be most helpful. Father Cronin sug- 
gested that this plan as much as pos- 
sible embrace all of the nine states 
and that it follow a positive program. 





The suggested constitution for the 
federation to be known as the “West- 
ern Conference of Catholic Hospitals” 


Clay- “ae 
QQINS Clipping towels to skin—anothet 


__ GesTRBUTOR important use for Autoclips. 


141 East 25th Street, New York 10, N.Y, 
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(Continued from page 10) 

was duly approved. The officers reg- 
ularly elected to serve for a two-year 
period included the following: for 
Chairman—Sister M. Monica, Notre 
Dame Hospital, San Francisco; for 
Vice-Chairman—Sister M. Cyprian, St. 
John’s Hospital, Longview, Wash.; for 
Secretary and Treasurer—Sister Olivia 
Marie, St. Alphonsus Hospital, Boise, 
Ida.; for Spiritual Advisor—Rev. Bern- 
ard Cronin, San Francisco. The roster 

of official delegates representing the 


several constituent Conferences will be 
made available in due course. 


In concluding the meeting, Mon- 
signor O’Dwyer expressed thanks to 
the Association’s Central Office for the 
help rendered in making this develop- 
ment possible. He also pleaded for 
the cooperation of all of the Confer- 
ences in the western group to make the 
work of the Western Conference more 
effective. He expressed the hope that 
the program for the meeting in 1955 
would afford evidence of such joint 
activity. 
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Louisiana Catholic 
Hospitals Organize 


Sister Carlos, administrator of Hote’ 
Dieu, New Orleans, was elected presi- 
dent of the newly formed Louisian. 
Conference of Catholic Hospitals at . 
meeting held in Baton Rouge, Monday 
March 22. Other officers are: Vice 
President—Sister Alma, St. Patrick’s 
Hospital, Lake Charles; Secretary—Sis 
ter Agnes Marie, Our Lady of the Lake 
Hospital, Baton Rouge; and Treasurer 
— Sister Irene, St. Joseph Hospital, 
Thibodeaux. Members of the Execu- 
tive Board are: Sister Mary Kevin, 
Mercy Hospital, New Orleans; Sister 
Margaret Mary, Mother Cabrini Hos- 
pital, Alexandria; and Sister Blanche 
of the Hospital of the Sisters of St. 
Joseph in Houma. 

In attendance were Rt. Rev. Msgr. 
H. Joseph Jacobi and Rev. Michael J. 
Benedict, Bishops’ representatives for 
hospitals in the archdiocese of New 
Orleans and the diocese of Lafayette. 

Twenty-one religious representing 
13 hospitals participated in the meet- 
ing. The objectives of the Louisiana 
Conference of Catholic Hospitals are: 
(1) to provide opportunities for dis- 
cussion and unified action on any and 
all phases of hospital work, and (2) 
to integrate the activities of Catholic 
hospitals in Louisiana with those com- 
mon to other hospitals and nursing 
associations. 

Institutional membership is avail- 
able to any of the Catholic hospitals or 
allied institutions in Louisiana. Per- 
sonal membership is available to Cath- 
olic Sisters or Brothers engaged in hos- 
pital work in state or Federal institu- 
tions. The session was held in Our 
Lady of the Lake School of Nursing 
Assembly Hall. 


Sisters of St. Casimir 
Sponsor Two-Day Conference 


On April 19 and 20, the Sisters of 
St. Casimir sponsored a Joint Confer- 
ence on Management Principles and 
Relationships at the Sisters’ Mother- 
house in Chicago. To this Conference 
were invited not only the members of 
the Congregation of the Sisters of St. 
Casimir but also some other groups 
of Sisters in and near Chicago, both in 
the hospital and in the school field. 
Over 250 religious were in attendance 
at the program, representing 11 States. 

The general program embraced the 
following topics: “Canon Law—The 
Vow of Poverty and Social Justice”; 


(Concluded on page 18) 
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“ UR doors are open 24 hours a day... .” 

That sentence has a familiar ring to anyone in the hospital field. 
It’s been used a good many times in the postwar hospital expansion period, 
when fund drives brought with them the need for “selling” the public on 
services we render. And it’s a good, a sound appeal; implicit in that sentence 
is the quality of mercy, of constant, unquestioning service. It should be a 
simple statement of conditions as they are. 

Item A patient who has injured his wrist is referred by his physician 
to a hospital for an x-ray. The hospital, which has an emergency room setup, 
refuses to take the x-ray, and the patient is packed off to another institution. 
Reasons given: a) if the x-ray should disclose a fracture, the doctor might 
want to admit the patient, and the hospital was full; b) this particular patient 
had been in the hospital before, and had been extremely difficult, highly neurotic 
or worse. 

This hospital also claims that its doors are open 24 hours a day. 

Item An emergency case is refused admission on the ground that the 
patient isn’t really very sick at all. The admitting officer argues the point for 
half an hour with the physician before grudingly consenting to assigning the 
patient a bed. Reasons given: a) what with the high rate of occupancy, 
some physicians have been abusing emergency admissions; b) the patient, 
during previous hospital stays, was considered a faker by some of the nurses 
on the floor. 

As to the reason (a), there is no question that some physicians do “sneak 
in” patients as emergency cases to avoid long waiting periods. It’s an abuse, 
but corrective action should be taken by the medical staff itself, in consultation 
with the administration. Self-discipline should be inherent in medical staff 
organization. As to reason (b), since when has an admitting officer the right 
to question the medical judgment of a physician? 

Cases like these—and they are actual, if disguised—defy the editorial im- 
agination in a sense. There are so many obvious reasons why such practices 
cannot be tolerated that it’s difficult to know where to begin. 

For one thing, there is a legal angle involved in this matter of an “accident 
room”. A hospital has no obligation to maintain an emergency service, but 
once it does it has the legal and moral responsibility to give all needed care to 
emergency patients, and this includes any diagnostic tests indicated. As to 
admitting such cases as in-patients, hospitals have the right (and sometimes 
obligation) to exclude certain types of patients, including those suffering from 
psychoses. But this hardly applies to the two case histories mentioned above. 
The two patients in question were admittedly “difficult”, and they wouldn't 
make life on the division any smoother. But since when has it been the function 
of a general hospital to care only for the nice, tractable type of patient? 

For the sake of comparison, let’s take a look at the city fire department, 
which has several qualities in common with hospitals: both are public institu- 
tions, and both render an essential service to the community. How would the 
taxpayers react if the fire department refused to answer a call because there was 

some evidence that the fire was of incendiary origin? 
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What NOT to do in 
Caring for emergencies 


The point that hospitals are public institutions is an important one, which 


should, in the obligations it entails, transcend legal responsibility. 


If we refuse 


to give service to those who need it any fund-raising publicity about 24-hour- 
a-day-open-doors becomes so much smalltalk which the public has every right 


to ignore. 


These cases point up the necessity for eternal vigilance if our spirit of 


charity and our desire to serve a community are not to be questioned. 


It is so 


easy to consult our own administrative convenience and to make subjective 


judgments. 


patient deserves always the benefit of the doubt. 


this of any hospital. + 


In business the customer is always right. 


In hospital work the 
Charity and kindness demand 
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About Vital Statistics 
and Chronic Care 


Vital statistics figures are often 
quoted but seldom really assimiliated 
in the hospital field. Thus, a recent 
release by the Public Health Service of 
the Department of Health, Education, 
and Welfare, which informs the pub- 
lic that the average length of life has 
increased again, has little apparent im- 
pact, for the reason that few of us see 
the rather immediate connection which 
exists between such facts and develop- 
ments in the hospital field. Yet the 
connection is there, and it can be found 
by turning to the report on the Na- 
tional Conference on Care of the Long- 
Term Patient which appears in this 
issue. Every year, the effect of our 
longer life expectancy is going to bring 
with it a rise in the number of chron- 
ically ill, and every year the need for 
hospitals to become more vitally ac- 
tive in caring for these individuals will 
grow more acute. Hence, we furnish 
some of the figures in the release re- 
ferred to above in the hope they will 
be thoughtfully studied. 


Average length of life, according to 
the U.S.P.H.S., had reached a record 
high of 6814 years in 1951, the year 
on which the figures are based. 
Women on the average live longer, 
outliving men by six years. The aver- 
age lifetime expected for women at 
birth is 71.8 years, while the average 
for men is 65.9 years. This difference 
in the life expectancies of men and 
women has increased sharply since 
1900, when females outlived males by 
an average of only two years. 


White women at birth have a life 
expectancy of 72.6 years, compared to 
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66.6 years for white men. Non-white 
groups have a shorter average life— 
59.4 years for non-white men, and 63.7 
years for non-white women. Although 
white persons outlive non-whites by 
an average of eight years, the difference 
between the two groups has narrowed 
since 1900, when white persons lived 
about 15 years longer than non-whites. 


Attitudes Are Contagious 


The above words appear on the 
cover of the Beacon Light, April, 1954, 
the house organ of St. Cloud Hospital, 
St. Cloud, Minn. It is a sentiment that 
may not be new, but it certainly is 
worth repeating. In fact, we are re- 
peating below the editorial which the 
Beacon Light carries on this subject, in 
the belief that other hospitals might 
very profitably carry the same message 
to their employees. 


“Our ‘cover comment’ on attitudes 
shouldn't be just another remark to be 
read and forgotten, for attitudes are 
contagious. We find examples of this 
every day, among employees, visitors 
and others. If we are working with 
someone who does not appear con- 
genial, we soon find ourselves ‘catching’ 
his or her attitude, and perhaps walk- 
ing around in a sullen mood. 





CONVENTION REPORTS 


This issue contains a preliminary re- 
port on part of the 39th Annual Con- 
vention in Atlantic City. Full reports 
will appear in the July issue. 








“Certainly there will be times when 

. . everything seems to be going 
wrong. It is at times like these that 
we must make a special effort to ap- 
pear cheerful, especially when we are 
here in the hospital. Our greatest ef- 
fort, of course, should be toward pa- 
tients. They did not ask to come 
here; they are here because they are 
sick, or because of some accident. For 
them the experience is a trying one, 
and it is up to each and every one of 
us to do what we can to help brighten 
their stay. Perhaps this will be a little 
easier for us if we compare the suf- 
fering of our patients to the suffering 
of Christ on the Cross. We should 
make the same efforts in our care of 
patients that we would make if Christ, 
Himself, were one of our patients. By 
seeing Him in each suffering person, 
it will be much easier to speak kind 
words, and to offer a friendly smile. 
We will soon find our patients catching 
a little bit of our attitude. 


“Our visitors, too, are quick to no- 
tice the attitude of employees. They 
are visiting their sick friends and rela- 
tives, and naturally they are worried. 
If we approach them in an air of 
gloom, their worries will be increased, 
for our gloomy attitude will give them 
the impression that we have little hope 
for improvement in the patient’s con- 
dition. 


“Let us make a special effort, then, 
to be careful of our attitudes. While 
we see Christ in our patients, let us 
also remember that each of us is made 
to the image and likeness of God, and 
that we should treat each other with 
the same respect and cheerfulness 
which we would show to Him.” 
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St. Mary’s Hospital, Passaic, N.J., had no easy 
sledding in establishing its tissue committee, but 
eventually the efforts were repaid by complete 
staff support, considerable publicity, and improved 


public relations. 


Case History of a Tissue Committee 


ACK in 1946, the medical staff of 

St. Mary’s Hospital, Passaic, N.J., 
decided to correct certain irregular- 
ities which had crept into the prac- 
tice of medicine. The staff men who 
were active in this campaign had the 
full backing of Sister Eileen Teresa, 
who became administrator that year. 


After lesser improprieties were cor- 
rected, the major blemishes of the pro- 
fession, which were then just begin- 
ning to receive unfavorable publicity, 
were attacked. Among these were the 
practices of fee splitting, ghost sur- 
gery, and unnecessary surgery. Sister 
Eileen decided that this institution 
would not be a work shop for physi- 
cians indulging in these abuses. The 
lack of a hospital in which to perform 
such surgery will of necessity eliminate 
most of these unethical practices. 


Fee splitting was suppressed by in- 
sistence on the method devised and 
recommended by the College of Sur- 
geons. Any additional safeguard in 
the control of this very difficult prob- 
lem, we felt, would be helpful. All 
physicians were therefore graded so 


that there could be no doubt as to’ 


which operative procedures they were 
capable of performing. The record- 
ing of the surgeon and assistants on 
the operative record, in keeping with 
their grading by the administration, 
thus forms the basis on which billings 





This is a follow-up article on one 
written by Dr. Weinert and Dr. Brill. 
which appeared originally in the Journal 
of the American Medical Association and 
was reprinted by HOSPITAL PROGRESS in 
December, 1952. Part of the present ar- 
ticle also appeared in the Journal of the 
A.M.A., February 6, 1954. 
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By HENRY V. WEINERT, M.D., F.A.C.S. 
Chairman, Tissue Committee 

St. Mary's Hospital 

Passaic, New Jersey 


for services according to the College of 
Surgeons rules are made. 


Management and Control of Ghost 
Surgery and Unnecessary Surgery 


The remaining two evils, ghost sur- 
gery and unnecessary surgery, required 
the setting up of legislation, i.e. rules, 
inspection and enforcement, as is fa- 
miliarly done to combat irregularities. 
A strict set of rules was formulated. 
Any hospital planning a tissue com- 
mittee should first formulate this leg- 
islation as a basic necessity. Without 
surgical control rules, the tissue com- 
mittee could only review cases of ab- 
sent or minimal pathology, which 
would, indeed, be a poor surgical audit, 
and certainly would not prevent ghost 
or unnecessary surgery. With the con- 
trol measures, the tissue committee be- 
comes the inspection or policing 
agency, and its findings can be trans- 
mitted to properly designated author- 
ity for correction of irregularities. 


The rules so adopted required 
among other details, compulsory pre- 
operative consultation in such pro- 
cedures as dilatation and curretage, 
hysterectomy, uterine suspension, lysis 
of adhesions, herniation of interver- 
tebral disks, and all procedures speci- 
fied in the Catholic Code of Ethics. 
The rules further made mandatory that 
the operating surgeon in the case per- 
sonally interview and examine the pa- 
tient and prescribe treatment person- 
ally. Strict adherence to these rules 
and verification by the administration 
that they are fulfilled must lead to a 
complete eradication of ghost surgery. 

Having completed our rules pro- 
gram, we embarked on the method of 
inspection, that is, auditing. A com- 


munication addressed to Dr. Malcolm 
T. MacEachern requesting information 
on this problem brought the following 
response, dated April 25, 1949: “The 
American College of Surgeons does 
not have a bulletin on the subject, al- 
though we hope to have one in the 
near future. The whole idea of a tis- 
sue committee is fairly new.” 

The committee proceeded to devise 
its own plan. It goes far beyond the 
review of cases in which the pathol- 
ogist simply records the removal of 
normal or minimal pathological areas. 
It includes also a review of all appen- 
dectomies, all reproductive organ sur- 
gery, all emergencies, all cases in which 
definite surgery was not accomplished, 
all cases in which there is marked dis- 
parity between pre- and post-operative 
diagnosis. By this method, no ques- 
tionable or unnecessary surgery can es- 
cape review and audit, and the compul- 
sion of correction by the erring physi- 
cian must lead to the abolition of un- 
necessary surgery. 

In November, 1949, the committee 
held its first audit. Monthly audits 
have been held since. The informa- 
tion obtained was so instructive and il- 
luminating that I was urged to publish 
the facts. This was done, and on No- 
vember 8, 1952, the Journal of the 
American Medical Association pub- 
lished the article entitled, “Effective- 
ness of Hospital Tissue Committees in 
Raising Surgical Standards,” which 
outlines in detail the procedure to be 
followed in organizing such a com- 
mittee. 


Results of Our Methods 

We are reviewing in detail and 
auditing approximately 1,400 charts 
yearly. 
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Prior to committee audit, we found 
appendectomies averaged 20 per cent 
of the total surgical cases, of which 
20 per cent were found to have min- 
imal or no pathology. This has been 
reduced, and now appendectomies av- 
erage eight to nine per cent of the 
total surgery, with five per cent of 
these receiving adverse audit. 

The most spectacular results were 
obtained in the category of emergency 
surgery. Early in our study, we found 
29 per cent of emergency surgery 
lacked pathology or need of surgery. 
This rapidly fell to 10 per cent, and 
this year in emergency surgery, averag- 
ing 40 cases a month, it is most un- 
usual to find months in which more 
than one or two cases are recorded un- 
favorably, which averages three to five 
per cent. 

Because of strict consultation de- 
mands, procedures such as uterine sus- 
pension, lysis of adhesions, and hyster- 
ectomies for functional bleeding with 
no pathology have become a rarity. 


The greatest improvement occurred 
after the first summons of physicians 
for review and censure. If the tissue 
committee had failed to review and 
insist on improvement from those 
found derelict the end result would 
have been only a great deal of useless 
paper work. 


Ultimate Acceptance and Cooper- 
ation of the Staff Obtained 


Good public relations for the medi- 
cal profession begins and ends with 
the individual physician. The topic 
of illness, which eventually involves 
the physician and often the hospital 
is without doubt high on the agenda 
of family and friendly gatherings. It 
is not surprising, then, that isolated 
irregularities are widely discussed, lead- 
ing to a lessening of respect and trust 
of the entire profession. 

This being the case, I’m sorry to 
have to report that we did not at the 
outset obtain the cooperation of the 
physicians in this most essential proj- 
ect for bettering public relations. We 
persisted in our labors and submitted 
unbiased, truthful reports, instead of 
the white-washed opinions that dis- 
couragement could well have initiated. 
We were strengthened by the com- 
plete cooperation of the governing 
board, without which it is useless to 
function. 

Gradually, the attitude of the physi- 
cians improved. We were aided by 
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many factors. The publication of the 
article brought congratulatory and 
complimentary replies from nationally 
prominent physicians, welfare workers, 
educational institutions, and hospitals. 
To remove the awe of secrecy of the 
committee, we instituted a program 
in which two non-committee member 
physicians are permitted to sit in at 
deliberations, at their own request, as 
guest observers. These observers are 
our greatest boosters. The director of 
surgery and president of the medical 
staff are invited to each meeting. 


The announcement to the staff thar 
the Joint Commission on Accredita- 
tion of Hospitals will require profes- 
sional auditing for accreditation broke 
the final barrier of resistance. Today, 
we have excellent cooperation by the 
physicians, with evidence of a desire 
to maintain individual acceptable 
audit status. So we can conclude 
that, properly encouraged, physicians 
will permit self-examination and cor- 
rection, which is excellent prophylac- 
tic therapy for future adverse publicity 
and another step to good public re- 
lations. 


Reaction to Our Plan 
Throughout the Country 


Subsequent to the publication of 
the article in the Journal of the Ameri- 
can Medican Association, it appeared 
in Modern Hospital, HOSPITAL PROG- 
REss and in the Journal of the Ameri- 
can Association of Medical Records 
Librarians. 


Communications were received from 
434 individuals, hospitals, and institu- 
tions from every state of the Union, 
some of the U.S. Possessions, Canada, 
and a few foreign countries. Three 
thousand copies each of the article 
and the surgical control rules were dis- 
tributed. 


The disparity between the number 
of requests and distributions is due to 
the frequency with which ten to 100 
copies were requested. These large 
requests are understandable when it is 
realized that the greater proportion of 
communications stated their hospital 
had only a nebulous tissue committee 
functioning, or was merely anticipat- 
ing forming one. The College of Sur- 
geons arranged for the printing of 
1,000 copies, and Dr. Hawley re- 
marked that our method is a “very 
great contribution towards the eleva- 
tion of the standards of surgical prac- 





tice in this country.” It is our hope 


that this method is the answer. The 
American Medical Association has in 
circulation 250 accreditation kits con- 
taining the article, which may be had 
on a two-week lending basis. 


The communications in many in- 
stances reiterate that similar problems 
requiring correction exist elsewhere. 


Reaction of the Public and Press 
To Tissue Committee Publicity 


The reaction of the public to the 
publicity we received locally about our 
plan has been favorable. Undoubt- 
edly, many people by now are well 
aware of the existence of certain 
abuses, since the circulation of the 
combined newspapers and magazines 
that published spectacular articles on 
the topic is enormous. Consider the 
numbers reached through such media 
as the New York World Telegram, 
The Reader's Digest, and Colliers! 


The article in the Journal of the 
American Medical Association initi- 
ated most enthusiastic and contro- 
versial debates among physicians and 
their friends, to such an extent that 
it attracted the attention of the local 
press, the Passaic Herald News, which 
has a circulation of 60,000 and a read- 
ing public of 275,000. A resumé of 
the article, thereupon, became front 
page publicity, and was reprinted in 
the New York News and the Newark 
Evening News. A few days subse- 
quent to the news article a highly fa- 
vorable editorial appeared in the Pas- 
saic Herald News. Editorials fre- 
quently express public opinion; many 
times they will formulate it. Hence, 
we consider this particular piece of 
good publicity especially favorable. 


Summary 


Repeatedly, I am asked how much 
longer must we all bear the disgrace 
for the few whose professional mis- 
conduct supplies the fuel for the fires 
of a “bad press.” 


Just as the atmosphere in other con- 
troversial problems is cleared through 
favorable publicity, so can this be ac- 
complished with our problems: by es- 
tablishing foolproof tissue committees, 
which will become the source of favor- 
able, factual, and statistical informa- 
tion; and by defining and listing hos- 
pitals awarded accreditation in the 
press of every community until public 
confidence is restored. + 
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A DOCTOR CAUTIONS: 


Don't Overlook the HUMAN Factors 


In Planning a Tissue Committee 


INCE the Joint Committee on Ac- 

creditation of Hospitals now re- 
quires a tissue committee on each hos- 
pital staff, governing boards and hos- 
pital administrators are eager to have 
such committees established. It can- 
not be said that the medical profes- 
sion as a whole assumes an equally en- 
thusiastic attitude. For this reason, it 
is well to examine some of the per- 
sonal, emotional and intellectual fac- 
tors involved in the functioning of 
such a committee. 

We may assume it to be funda- 
mental that the great majority of doc- 
tors are competent men of high in- 
tegrity who have a sincere interest in 
the welfare of their patients. Nat- 
urally, they react strongly to any activ- 
ity impugning their sincerity or ability. 
Highly-trained, respected, and sincere 
practitioners understandably resent re- 
strictive supervision of their profes- 
sional activities. Then, too, the prac- 
tice of medicine requires independ- 
ence of thought, unharassed concen- 
tration, and courageous and compe- 
tent execution of basic medical and 
surgical principles. This essential in- 


dependence of thought, which is in-. 


culcated throughout one’s medical 
training, is not conducive to the meek 
acceptance of any directive, whether 
from the American College of Sur- 
geons, the Joint Commission, or any 
other agency. 


Still, the tissue committee is a re- 
quirement for an accredited hospital. 
And if one believes (as I do) that it 
can have a proper and useful function, 


This is part of an article which ap- 
peared in the Spring, 1954, issue of the 
Bulletin of the Wisconsin Conference of 
Catholic Hospitals. 
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the doubts of the medical staff must 
be resolved in order to establish an 
effective group. The governing board, 
of course, can issue a preemptory order 
creating a tissue committee, but with- 
out the whole-hearted support of the 
staff such a committee would be at best 
an ineffective, lifeless, shabby thing. 
At worst, it might become an agita- 
tive instrument capable of creating 
chaos, confusion, and antagonisms. 
Fortunately, most doctors are sin- 
cerely interested in the welfare of 
their patients and in their own con- 
tinued opportunities to learn. The 
medical profession has long-established 
machinery for eliminating from its 
ranks those men whose practice is con- 
sidered to deviate consistently from ac- 
cepted standards. For these reasons, a 
medical staff is susceptible to pursua- 
sion that a tissue committee is de- 
sirable, providing that the suggestion 
is made with tact, and the project 
pursued with even more tact. 


Essentials of Successful Committee 


It has been stated that the essen- 
tials of a successful tissue committee 
are: 

1. A cooperative medical staff 
which wants to have its work audited, 
and is willing to perform this often 
unpleasant task. 

2. A tissue committee composed 
of appointed members of the medical 
staff, responsible to the executive com- 
mittee of the staff. 

3. The requirement that all sur- 
gical tissues be sent to the pathologist 
for examination. 

4. A pathologist who is competent, 
honest and forthright. Preferably, he 
should not be chairman of the com- 
mittee. 
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5. An executive committee of the 
staff and a hospital administrator wil- 
ling to discipline those surgeons whose 
work is consistently below accepted 
standards. 


Some of the factors involved with 
the first essential have already been 
considered. At this point I should like 
to comment on some of the aspects 
which most closely concern the pathol- 
ogist. 

It has been said that the pathologist 
is the conscience of the hospital. As 
a pathologist, I am proud of this state- 
ment and I try to live up to its impli- 
cations. However, this sometimes pre- 
sents difficulties. In pathology it is 
easy to engage in semantic skulldug- 
gery: “Lymphoid hyperplasia of the 
appendix”, “fecal appendix”, “fibrosis 
of the uterus”, are impressive diag- 
nosis which will satisfy the practi- 
tioner, the patient and the medical in- 
surance company. These diagnoses 
(with the possible exception of the 
last) are not indications of true pa- 
thology. Their implications are there- 
fore dishonest, and they should not be 
tolerated. 


Many pressures, both direct and 
devious, may be put upon the pathol- 
ogist. I am told by some of my older 
colleagues—particularly by those who 
are married—that these pressures may 
assume social as well as economic 
forms. I, personally, have not en- 
countered such pressure; perhaps this 
is because I am unmarried, or perhaps 
because I am too naive to recognize 
them. Still, you will see that the mat- 
ter of personal relationships is present 
subconsciously with every questionable 
tissue specimen, and constant critical 
self-evaluation takes place before the 
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microscope if the pathologist is to 
stay honest. 

A question has been raised about the 
advisability of the pathologist sitting 
as a member of the tissue committee. 
I am sure you know that a pathologist 
almost ex officio is a member of prac- 
tically any committee you care to name. 
The objections to placing the pathol- 
Ogist on the tissue committee stem 
from two premises: First, the ulti- 
mate decision is a clinical one and the 
pathologist is no clinician; and second, 
it may be felt that the pathologist is 
the “hatchet man” and that he may 
become the target for a powerful and 
dissatisfied surgeon. I think that the 
answer to this latter aspect depends 
primarily on the personality of the 
pathologist. If he is accurately, but 
inelegantly, described as being “hard- 
nosed”, he probably would be a valu- 
able member of such a committee. 


The Role of Administration 


Now, if the pathologist represents 
the conscience of the hospital, the ad- 
ministration represents its character. 
The hospital is not honest merely if 
its conscience and its intentions are 
good. It must be willing to take ac- 
tion to preserve high standards should 
the necessity arise. If the administra- 
tion and the executive committee will 
not countenance dishonest medical 
practice, such aberrations will not oc- 
cur. I have mentioned the difficulty 
a pathologist may encounter in his ef- 
fort to remain honest. The same strict 
precautions, the same constant self- 
evaluation must be carried out by the 
executive committee and the hospital 
administration. This sounds simple, 
but the psychological ramifications are 
complex and extensive. The donation 
of a library, a staff room, or a symbol 
of religious significance may persuade 
a hospital administrator of the good 
will, kindness and generosity of cer- 
tain practitioners. I submit that these 
virtues, however laudable in them- 
selves, do not necessarily go hand-in- 
hand with intellectual honesty and 
moral integrity, and that they are not 
of critical significance in regulating 
the care of the patient. 

I should be less than frank to im- 
ply that when the tissue committee 
was proposed, these thoughts did not 
cross our minds. They did. It was 
only after full assurance of support 
was given by the executive committee 
and the hospital administration, that 
we undertook organization of this 
committee. y+ 


48 








How to keep key personnel well informed 


ORETTO Hospital, Chicago, Ill., is a 140-bed, 31-bassinet hospital, but it 

has an educational program for its supervisors that could well be emu- 

lated by by the largest institutions. The above photo shows the well-stacked, 

and well-organized shelves in the supervisors’ library, a smail but entirely 
adequate room across from the administrator's office. 


As the cut indicates, the scope of materials carried far exceeds the 
normal library stacks for such purposes. Thus, periodicals on the shelves 
are not restricted to the strictly professional journals in the hospital and 
allied fields. Sister M. Dorothea, M.H.A., administrator, contends that in- 
dustry and business management have much to offer which can be adapted 
profitably by hospitals, and the supervisor's library contains such magazines 
as Management Review. 


Proof that the library is not merely a display item (or conversation 
piece) can be found in the card system which keeps track of circulating 
materials. For example, the black boxes on the top left shelf (labeled em- 
ployee handbooks, annual reports, intern and resident data, etc.) contain 
ordinary file folders with, say, a variety of house organs published by other 
hospitals. The “sign-out” card (in an envelope pasted in the lid) bears evi- 
dence of the good use to which such materials are put. The steady use of the 
literature is all the more impressive since only about 20 Sister supervisors 
and key lay personnel are involved. 


A great believer in the need for good communications in the hospital, 
Sister Dorothea uses every means at hand to “spread the word.” Regular de- 
partment head meetings are conducted in such a way that everyone takes 
an active part; bulletin boards are kept “fresh” with new materials—and 
there are no fewer than 50 such boards in this small institution, colorful, in- 
expensive devices such as mimeographed announcement cards are used lib- 
erally. Even the routing sheets for hospital and nursing journals are elab- 
orate, with “recommended reading” columns for both department heads and 
personnel. 


The various interest-stimulating “gimmicks” help to keep the program 
alive, Sister reports—even among staff doctors, who tend to be allergic to 
devices such as bulletin boards. But the key to the educational program 
probably lies in its continuity, and the fact that everyone participates. 
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ST. ELIZABETH’S HOSPITAL, BOSTON, OPERATES A 


STERILITY CLINIC 


T is axiomatic among gynecologists 
that there is no investigation more 
rewarding for both patient and physi- 
cian than that of infertility problems. 
In response to a patient need for steril- 
ity investigation under Catholic aus- 
pices, a clinic for that purpose was es- 
tablished in 1948 at St. Elizabeth’s 
Hospital, Boston, Mass. Prior to that 
time, many Catholic patients attended 
clinics in other hospitals with the ob- 
vious consequent moral risks. Many 
other patients had adopted a “laissez- 
faire” attitude with regard to their in- 
fertility. This was due either to reluct- 
ance to attend a non-Catholic clinic or 
to financial inability to seek the help 
of a private physician. The response 
to the clinic was, therefore, quite grati- 
fying. 


Clinic Located in O.P.D. 


The infertility clinic at St. Eliza- 
beth’s Hospital was established as a 
separate entity. Since the service is 
located in the out-patient department 
of the hospital, urological, medical and 
psychiatric consultants are immediately 
available. Hence, a thorough investi- 
gation of both the patient and her hus- 
band is assured. The proximity of the 
laboratory and roentgenological depart- 
ments is also of obvious advantage in 
our investigations. The laboratories 
are accessible not only for routine 
blood counts and urinalysis, but for all 
blood chemistries, pregnancy tests etc. 
The facilities in the radiology depart- 
ment for hystero-salpingography are 
likewise at our disposal, as is also a 
room in the operating suite equipped 
for the same procedure. 

The routine investigation of each pa- 
tient with an infertility problem is 
undertaken by the house staff under the 
close supervision of the visiting staff. 
The clinic meets weekly. At the first 
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visit, a complete history is taken. 
While emphasis is, of course, placed 
on menstrual, marital and endocrino- 
logical reviews, the history of previous 
illnesses or operations is also investi- 
gated. If there is some doubt as to the 
diagnosis in a previous medical or 
surgical hospitalization, transcripts of 
records are obtained. We consider this 
especially valuable where previous ab- 
dominal surgery has been performed. 
A complete physical examination is 
then undertaken, with especial atten- 
tion paid to evidences of endocrinop- 
athy or chronic infection. The pelvic 
examination findings are corroborated 
by the members of the visiting staff 
present. 


Patient Cooperation Is Important 


After the examination, a brief out- 
line of the patient's positive findings 
are discussed with her and an outline 
of our investigation of her problem is 
explained. The rationale of basal tem- 
perature charts in relation to ovulation 





This article is one of a series 
entitled “A Plan for Parent- 
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concerned the sterility clinic 
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is explained and the charts given to 
her. We believe it is desirable that 
she understand what the problem is, 
and what investigative procedures are 
to be undertaken. In no investigation 
is intelligent cooperation of the patient 
more mandatory than in infertility in- 
vestigation. 

At the first visit the patient is sent 
to the laboratory for complete blood 
count and urinalysis. If the history 
warrants, a B.MR. is also done. It 
is usually after this first visit that an 
appointment is made with the urologist 
for the patient’s husband to be inves- 
tigated. A copy of the findings from 
the investigation of the husband is af- 
fixed to the patient’s chart. 

At the second visit, as at all visits, 
the temperature charts are reviewed 
and interpreted for the patient. At a 
succeeding visit, at the approximate 
time of ovulation, a Huhner’s test is 
done. 

Next, tubal insufflation is performed 
utilizing the usual technique. Especial 
care is taken to avoid excessive pres- 
sure in the tubes. 

Then, later in the menstrual cycle, or 
more often within the first 12 hours of 
the mensis, an endometrial biopsy is 
done and the tissue sent to the path- 
ologist for interpretation. If there is 
a poor secretory response, or poor 
thermal shift, the endometrial biopsy 
may be later repeated. 

At one of the visits, cervical smears 
for cytology and Schiller’s test are done. 
These are followed by cervical biopsy 
if either is suspicious. Correction of 
any cervical or uterine cause of infer- 
tility is carried out as soon as prac- 
ticable. A further investigative pro- 
cedure in cases showing evidence of 
tubal obstruction is the hysterosal- 
pingogram. This is done in cases in- 
dicated not only for diagnosis but for 
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whatever therapeutic effect may fol- 
low. 

Not usually considered in the rou- 
tine investigation and therapy of infer- 
tility, but often the dominant meas- 
ures, are those directed toward the cor- 
rection of any gynecological pathology. 
Brief mention of the most commonly 
encountered lesions in our clinic shou!d 
suffice. Cervical erosions and obstruc- 
tions are corrected as indicated. The 
obstructions often require dilatation 
and curettage under anesthesia. Occa- 
sionally leiomyomata of the uterus are 
encountered in such a position as to 
make them a factor in the sterility 
problem. 

Patients requiring surgical correc- 
tion of any gynecologic cause are se- 
lected very carefully. In tubal obstruc- 
tion, cases for salpingoplasty have to 
be selected with especial care since the 
results by no means can be guaran- 
teed. 


Costs Are Kept Low 


Since one unfavorable aspect of in- 
fertility investigation has always been 
the expense to the patient, the cost of 
investigation must be reasonable. Each 
clinic visit costs $1.50; C.B.S. is $1.00; 
urinalysis, 25 cents; tubal insufflation, 
$3.00; endometrial biopsy, $1.25; hys- 
terosalpingogram, $10.00. 


For all other out-patient procedures, 
no charge is made except that for the 
clinic visit. 

We feel that an infertility clinic is 
a most valuable adjunct to any Cath- 
olic hospital. In the first place, it ob- 
viates in large measure the common fi- 
nancial difficulty, by providing at rela- 
tively low cost all the services neces- 
sary for thorough investigation of this 
type of problem. In addition, and even 
of greater importance, it provides 
Catholic patients with the assurance 
that their fertility difficulties will be 
diagnosed and, if possible, remedied in 
strict accordance with the principles of 
sound morality. Thus are eliminated 
the two hazards most frequently en- 
visioned by those Catholics who feel 
inclined to seek medical advice for the 
correction of infertility factors. 


Since as Catholic doctors we are 
most eager to provide complete medi- 
cal service, always in keeping with es- 
tablished norms of morality, it would 
seem no less than our medical and re- 
ligious duty to take an active role in 
the establishment and continued func- 
tion of infertility clinics in our Cath- 
olic hospitals. + 
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(L to R) Father Schwitalla, Mr. Charles E. Berry, Dr. Charles 
Wilinsky, and Father Flanagan. 


Dr. Wilinsky Discusses Role of Hospital 
in Public Health at Schwitalla Lecture 


The place of the hospital in public health programs is receiving increasing 
recognition, Dr. Charles F. Wilinsky, past president of the American Hospital 
Association and former executive director of Beth Israel Hospital in Boston, 
told an audience of about 125 hospital administration students and hospital 
people in a lecture on “The Hospital and the Community” in St. Louis, April 22. 
The occasion was the fifth annual Alphonse M. Schwitalla Lecture, which has 
in previous years been delivered by Dr. Malcolm T. MacEachern; the late Dr. 
Arthur C. Bachmeyer; Mr. Graham Davis; and Dr. Anthony J. J. Rourke, M.D. 

Dr. Wilinsky traced the early development of both the hospital and public 
health and said that only in fairly recent years these two health agencies have 
come to work closer together. The effects of this collaboration, the speaker said 
can be almost statistically proved. 


The speaker recalled the 1936 report of the American Hospital Associa- 
tion concerning public health relations, in which the place of the hospital in 
relation to local public health programs was defined. It was pointed out in 
that report, Dr. Wilinsky said, that there can not be one universal pattern ap- 
plicable to both metropolitan and rural areas, but fundamentally the principles 
of relations were the same. The need for coordination expressed in that re- 
port resulted in the present philosophy of integration and efforts to eliminate 
the types of wasteful duplication of having two laboratories, two x-ray depart- 
ments, two vital statistics units where one is sufficient. 


Dr. Wilinsky also referred to the joint report drafted some years ago by 
the American Public Health Association and the American Hospital Association, 
in which it was stressed that the hospital occupies a very important and unique 
position as a public health agency. “We began to realize in increasing measure 
that the cure of scarlet fever and diphtheria and tuberculosis in hospitals repre- 
sent a public health measure. We began to realize that the diabetic clinic and 
the nephritic and cardiac clinic could not be separated from the concept of 
public health measures; that you just couldn’t divide medicine into two parts 
and say this is prevention, and this is cure—this is the field of the public health 
department and this is the field of the hospital”. 

The hospital has come far, according to Dr. Wilinsky, in increasing its 
public health responsibilities; it no longer locks itself up in its ivory tower. 
Today’s hospital reaches into the community and serves the ambulatory patient, 
cares for the patient in his home as well as in out-patient departments and in 
general hospital services. It is only when the hospital has, as a matter of routine, 
impressed on these services including chronic care that it will have fulfilled its 
complete function of both treating illness and promoting health. 


HOSPITAL PROGRESS 



























Walls bulging with patients? 


Waiting lists causing trouble? 


For a well-tested way out, try 


BOUT eight years ago the wait- 
A ing list for available beds in 
Mercy Hospital, Canton, Ohio was 
growing quite long. Seeking a way 
out of this dilemma, a committee of 
inquiry was formed. During the en- 
suing four months a record was made 
of the patients admitted to the hos- 
pital, their diagnoses, length of stay, 
and the names of the attending physi- 
cians. This record was tabulated and 
then analyzed by the inquiry commit- 
tee. Their findings were presented 
to the entire medical staff and recom- 
mendations were made to correct the 
discrepancies and difficulties discov- 
ered. 

It was found that some physicians 
had a very large number of patient 
days and others surprisingly few. It 
was apparent that beds were not al- 
ways used for the care of the type of 
disease predetermined by the physi- 
cian’s department appointment. This 
situation was inequitable, especially for 
the “narrow field specialists”, and 
needed adjustment. Therefore, it was 
decided that beds would be allotted 
only for the purposeful special care 
for which the physician had been des- 
ignated in his staff appointment. This 


promised a more satisfactory distribu- . 


tion of the beds and better medical 
care for the patients. 

In our large emergency room serv- 
ice (13,661 cases last year), the at- 
‘ending physicians were counselled to 
be more discriminating in their selec- 
rion of those to be admitted as in- 
patients. Physicians were asked to ad- 
vise their patients on the proper use 
of hospitalization insurance and the 
abuses of it. 

The medical staff was addressed by 
the local executive of the Blue Shield 
and Blue Cross plans. The abuses of 
admitting ambulatory patients for lab- 
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A BED 





COMMITTEE 


By SISTER M. HENRIETTA, C.S.A. 
Administrator, Mercy Hospital 


Canton, Ohio 


oratory and other studies, which could 
be done just as well and more ex- 
pediently on an out-patient basis, were 
reviewed. 

Educational pamphlets regarding the 
necessity of not “boarding” in the hos- 
pital were distributed to patients. A 
small card, similar to that used by ho- 
tels, was placed on the bedside stands, 
indicating the checkout hour of 1:00 
p.m. and that after that hour the pa- 
tient might be responsible for an extra 
day’s charge. Physicians were asked 
to inform their patients of the check- 
out hour and to make their rounds at 
a reasonable time before it. Physicians 
were also asked to inform the patient 
of his impending discharge at least 
24 hours in advance. 


Standard Periods of Hospitalization 


With the advice of staff specialists, 
standard periods of hospitalization for 
various types of surgical procedures 
were determined. For example, a 24- 
hour period was designated as the av- 
erage hospital stay for a patient hav- 
ing dilatation and currettage; cervico- 
vaginal, five days; herniotomy, five— 
six days; appendectomy, five days; la- 
parotomy, seven days; hysterectomy, 
eight days and gastric resection, seven 
days. These suggested periods of hos- 
pitalization were responsible for an in- 
crease in the number of hospital ad- 
missions. The staff came to realize 
that more efficient care resulted in an 
increase in bed availability. A trio of 
senior consultants was available, with- 
out charge, to physicians whose pa- 
tients were hospitalized for more than 
three weeks. It was understood that 
such consultation was not only offered 
but obligatory. 

A Bed Committee was formed, con- 
sisting of five members of the staff, 
one from each specialty. These are 





appointed annually by the hospital ad- 
ministrator and the president of the 
staff. This committee meets monthly, 
with the hospital admitting officer and 
the O.R. supervisor attending in an 
ex-officio capacity. Special meetings» 
are convened as needed. The commit- 
tee makes rounds daily to determine 
availability of beds and through a 
casual but constant educational pro- 
gram cause other staff physicians to 
see the importance of the over-all bed 
availability. A part of this program 
was attaching cards to the patients’ 
charts, such as the following: 


1. “This patient has been hospi- 
talized for over three weeks. 
Signed: Bed Committee.” 


2. “Can this patient now be treated 
as an Out-patient? 


Signed: Bed Committee.” 


Priorities for admission were dis- 
cussed with the hospital admitting offi- 
cer who is in charge of making ad- 
vance reservations for beds. For ex- 
ample, individuals given a high pri- 
ority rating included those with acute 
heart disease, acute surgical inflamma- 
tory conditions and those being ad- 
mitted for investigation or treatment 
of malignant disease. 


Through the above application and 
with the unreserved cooperation of 
hospital personnel and medical staff, 
beds have been more available and pa- 
tients have had more expedient care. 

Our program has been in force for 
an eight-year period now. Like any 
other plan it could be improved, since 
perfection can never be attained. How- 
ever, it has been responsible for an 
increased admittance of patients with 
a greater feeling of satisfaction on the 
part of patients and their physicians in 
our community. 
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Patient receiving aerosol treatment using 
tracheotomy mask. Two types of nebu- 
lators are shown in use. Photo at right 
shows several layers of adhesive tape be- 
tween nebulizer and mask at E. Other 
letters: A. oxygen tubing; B. standard 
5 c.c. nebulizer; C. a rubber sleeve; D. 
tracheotomy mask; F. openings for pa- 
tient’s exhalation. 
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The admustration of Aerosol 
to Tracheotomzed Patients 









HE administration of drugs in the 

form of aerosols to the patient 
with respiratory infections has received 
widespread attention and has proved 
successful as is indicated by the avail- 
able medical literature on the subject. 
However, the tracheotomized patient 
has proved a difficult problem since 
there has not been an effective means 
for adapting the nebulizer to the 
tracheotomy tube. 

The purpose of this paper is to 
describe briefly a simple method 
whereby drugs such as Vaponefrin, 
Isuprel, epinephrine, penicillin and de- 
tergents may be administered in the 
form of aerosols to the tracheotomized 
patient with pulmonary complications. 
This procedure requires a minimum 
of equipment and can be applied with- 
out the need for expensive or compli- 
cated equipment. (Figs. I and II). 


Materials Needed: 
1. Source of oxygen supply 
2. Oxygen regulator or flowmeter 
3. Gum rubber pressure tubing 
4. Standard 5 cc nebulizer 
5. Rubber sleeve for nebulizer, one 
inch long 
6. Tracheotomy mask. 


Description of tracheotomy mask: 


The tracheotomy mask is made of 
plastic and is semilunar in shape. It 
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is so designed as to fit the necks of 
most adult patients, and in some in- 
stances may be used for children. At 
one end there is an opening one inch 
in diameter through which a nebulizer 
is inserted. On the opposite end there 
are five holes one-fourth inch in di- 
ameter through which the patient’s 
exhalations can escape. There is also 
provided a means for securing the 
mask in place. 


Procedure: 


1. Assemble equipment 

2. Introduce medication into nebu- 
lizer 

3. Insert nebulizer, with rubber 
sleeve attached, into opening in trache- 
otomy mask. Some nebulizers have a 
small delivery tube. In these instances 
several layers of adhesive tape one inch 
wide should be wrapped around the 
rubber sleeve. 

4. Adjust flow rate of oxygen at 
six liters per minute. 

5. Place mask over patient's trache- 
otomy tube. Secure mask in place 
snugly but not tightly. 

6. After treatment is completed, re- 
move equipment, disassemble, wash 
and sterilize mask and nebulizer. 

This procedure is simple to follow 
and does not require special instruc- 
tions to personnel responsible for this 
typeof therapy. s+ 
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HE problem of caring for chroni- 
cally ill is as old as mankind; like 
the poor, chronically ill patients have 
always been with us, and they always 


will be—only more so. In that last 
phrase lies one of the reasons why 
this problem has received increasing at- 
tention of late years. Ours is an aging 
population, and the older age groups 
have always accounted for a large pro- 
portion of the chronically ill, which 
are estimated as totaling some 5,- 
500,000 individuals. 

But there are other reasons as well 
for this increasing interest in an area 
of health care which, until relatively 
recent years, had stagnated for cen- 
turies. There are the dramatic strides 
made by medicine and various allied 
sciences in curing or relieving condi- 
tions previously considered incurable, 
as well as in rehabilitating patients 
hitherto thought irreclaimable. At the 
same time, sociological changes have 
tended to throw the entire problem 
more and more into the lap of so- 
ciety; greater urbanization and fre- 
quently cramped living quarters plus 
the high cost of living have made it 
more and more difficult for individual 
families to care for their own sick. 

Finally, of course, there is the en- 
tire financial side of the story. Mere 
institutionalization is far more expen- 
sive today than it was a few decades 
ago—but mere institutionalization is 
frowned upon unless all else fails. Al- 
most any other type of care requires 
yet greater financial outlays. 

Such, in over-simplified terms, was 
the backdrop against which the Na- 
tional Conference on the Care of the 
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Outlook: 


Long Term Patient met in Chicago, 
March 18 to 20. Sponsored by the 
Commission on Chronic Illness, it was 
a meeting distinguished by its realistic 
and workmanlike attitude—workman- 
like in this case also implying ard 
work. 


The Conference was far from an 
isolated effort, as Dean W. Roberts, 
M.D., director of the Commission, 
pointed out at the opening session of 
the meeting. Over the past several 
years, the Commission on Chronic IIl- 
ness has held several meetings, includ- 
ing in 1951 a Conference on the pre- 
ventive aspects of chronic disease. At 
about the same time, the National Con- 
ference on Aging, and the Committee 
on Aging of the National Social Wel- 
fare Assembly also contributed knowl- 
edge of the general field, among others 
a study of provisions for licensing and 
standard setting for nursing homes and 
homes for the aged. Finally, in 1952, 
there were two Conferences relating 
to professional education for the care 
of persons with long-term illnesses. 


This particular Conference differed 
from any previous efforts not only in 
the very detailed preparations which 
went into its making, but also in the 
composition of the attending group. 
As to the preparation, this was car- 
ried on not only by a permanent Con- 
ference staff under the direction of 
Mrs. Lucille Smith, one of the Com- 
mission members, but by 28 study 
groups in more than a dozen Cities 
throughout the country, which con- 
sidered specific phases of the problem 
of care for long-term patients. Their 
conclusions (adding up to sizable vol- 
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still cloudy, but gain in knowledge is encouraging 


umes) were available to the partici- 
pants in the March Conference. As to 
the composition of the attending 
group, the 400 invited delegates rep- 
resented a great many fields interested 
in the care of the chronically ill, in- 
cluding physicians, dentists, nurses, 
hospital and nursing home administra- 
tors, medical social workers, Blue 
Cross, Blue Shield and other insur- 
ance executives, officials of health and 
welfare agencies, and experts in other 
fields having a bearing on the problem. 
The real business of the Conference 
centered around 20 small discussion 
groups which were organized into five 
committees—the patient at home, the 
patient in an institution, integration 
of facilities and services, research, and 
financing. These discussion groups 
met for one and one-half days, after 
which they pooled their findings, and 
reported to the Conference as a whole 
on the closing morning. This arrange- 
ment had the obvious advantage of 
eliciting the widest possible partici- 
pation by the 400 representatives, and, 
while necessarily couched in general 
terms, the five committee reports rep- 
resented a cross-section of majority 
opinion which would have been diffi- 
cult to obtain in any other manner. 
Following are abstracts from the vari- 
ous committee findings. 


Committee I—The Patient at Home 


Dr. Martin Cherkasky, Chairman 
Director, Montefiore Hospital, 
New York, N.Y. 


Our Committee concerned itself with 
the care of the long-term patient at home. 
This included not only the bedridden pa- 
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tient but also the ambulatory patient. That 
this area is one of great significance can 
be readily recognized by the fact that of the 
5.3 million chronically sick patients with 
whom we are concerned at this conference, 
4,000,000—or almost 80 per cent— are re- 
ceiving care outside of an institution. In 
view of the enormous expense of creating 
additional hospital facilities and the even 
more serious problem of staffing and main- 
tenance, the importance of non-institutional 
care is quite obvious .. . 

All of the discussion groups of our 
Committee in their deliberations focused 
their attention on the patient, and it was 
from a consideration of the patient, his 
needs, and the needs of his family that 
the programs and recommendations were 
created. It was recognized that our medi- 
cal care is now geared to acute illness, and 
it has to be thoroughly revised to care for 
the chronically ill, since there are funda- 
mental differences in the needs of the 
acute and chronic patient. In acute ill- 
ness where the onset is sudden and the 
course of illness usually brief, the patient 
and the family often have sufficient re- 
sources—financial and emotional—to cope 
with the situation. However, in chronic 
disease, the onset is insidious and, by defi- 
nition, the course of illness is long. Fam- 
ilies are drained emotionally and econom- 
ically, and associated with all serious 
chronic illness are important dislocations in 
relationships between the patient and his 
family and with society. In treating acute 
illness it was possible for the doctor to pro- 
vide virtually all the care, with some as- 
sistance in the more severe cases from the 
nurse, because the family was able to take 
the blow. In chronic disease, much more 
is needed than the doctor’s and nurse’s 
skill. The social work, occupational ther- 
apy, physical therapy, nutrition, rehabilita- 
tive services—all of these of relatively lit- 
tle importance in acute illness—are of 
prime importance in the care of the chron- 
ically sick. . . 


The Private Practitioner 


It was agreed that the private doctor’s 
responsibility with respect to the diversified 
and complex needs of a long-term patient 
is to bring to the patient all services re- 
quired for optimum care. To fulfill this 
role he must secure the assistance and co- 
operation of other health workers. This 
implies that the physician must recognize 
his limitations as well as the contributions 
of allied professions to his over-all man- 
agement of the patient's care. 

Of particular concern to the physician 
are the emotional and social components of 
his patient's care. It was interesting to note 
that the obstacles standing in the way of 
the private physician in the care of his pa- 
tient are repeated in almost every area 
where we concern ourselves with the care 
of the chronically sick. These are: 

Unavailability of necessary personnel and 
facilities; 

Lack of funds, individual and organiza- 
tional; 

Lack of the awareness by the private 
physician of the availability of services 
other than his own; 

Unwillingness to use existing services 
due to a) lack of familiarity with benefits 
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to be derived and b) social reasons, such 
as the stigma of charity and the feeling that 
his professional prerogatives would be in 
part taken over by others; 

Restrictive agency policies; and 

Lack of inter-agency communication. 

Of special concern everywhere is the mat- 
ter of money. The discussion groups con- 
cerned with the private physician felt that 
personnel shortages in all areas were due 
to the lack of funds to provide for profes- 
sional education in medicine and associated 
fields, and to the financial inability of com- 
munities to purchase professional services 
even when they are available. Lack of fa- 
cilities and difficulty in integration are also 
frequently due to a lack of dollars. 

To enable the doctor now practicing in 
the community to“do a total job with the 
chronically sick a whole range of services 
is needed, but there are priority considera- 
tions. Heading the list is nursing serv- 
ice, then comes economic assistance to pa- 
tients and next the establishment of cen- 
ters where the physician can secure diag- 
nostic services and other facilities to carry 
on adequate evaluation and treatment. . . 


Out-Patient Services. 


Out-patient services offer a tremendous 
but as yet unrealized opportunity for meet- 
ing the needs of the chronically sick. Usu- 
ally, and optimally, situated as part of a 
hospital, the opportunity is present to pro- 
ject into the community the excellent skills 
and techniques which in too many instances 
are now reserved only for the in-patient. . . 

Since the kinds of services patients re- 
quire are dictated by their illness, ambula- 
tory services are needed by chronically ill 
patients whether rich or poor. We are 
beginning to see in many places clinics or- 
ganized to care for all economic groups. 
Examples of this are the clinics at Duke 
University, the Chicago clinics, and the 
Vincent Astor clinic. At the same time 
there has been, notably in the last few years, 
a development and growth of prepaid 
group practice-centered insurance programs, 
such as H.I.P., Permanente, and the co- 
operatives. Such developments can be im- 
portant in the care of the long-term sick 
and the same consideration of range and in- 
tegration of services which applies to tra- 
ditional out-patient departments applies as 
well to these newer methods of care. 

In the discussion of out-patient depart- 
ments, as everywhere, basic to the provi- 
sion of adequate care is the problem of 
financing. Chronic disease and poverty 
get to be synonymous sooner or later. All 
areas of financial support for chronic dis- 
ease programs must be exploited. Volun- 
tary insurance, family resources, govern- 
mental support, and philanthropy must 
each do its part. . . 

In smaller communities of 25,000 to 
50,000 there exists a potential for O.P.D. 
services that is virtually untouched. Such 
services if created can be utilized not only 
for the care of the indigent and medically 
indigent, but also as a resource for general 
use as a diagnostic facility by the com- 
munity doctors. 

One last recommendation is for the de- 
velopment of a community structure which 
would concern itself with the care of the 
chronically ill. Among the duties of this 


broadly representative group would be: 

1. Study the extent and nature of prob- 
lems of out-patient services for the chron- 
ically ill in the community; 

2. Evaluate existing services; 

3. Develop realistic goals; and 

4. With this basic information, develop 
an action program. 


Home Care Programs 

In recent years organized home care 
programs have taken on great importance 
in the care of the long-term sick. This 
is for a variety of reasons: 

1. A negative reason is the shortage of 
hospital beds; and 

2. The most valid reason is that for 
suitably selected patients, care in the home, 
properly organized and delivered, is the 
best possible care. 

Of importance to the community, faced 
with serious personnel shortages, is the 
value of having family members do tasks 
for the patient which would otherwise re- 
quire professional people. 

The essential characteristic of organized 
home care programs are as follows: 

1. Centralized responsibility for admin- 
istration; 

2. Coordination of services 
sources; and 

3. The development and use of the med- 
ical care team to deal with the health needs 
of the patient and his family. 

The basic team as everywhere in the 
care of the chronically sick, is the doctor, 
nurse and social worker. 

In home care, the whole range of serv- 
ices needed by the chronically sick can 
and, if possible, should be provided. In- 
cluded are such services as dental, nutri- 
tion, transportation, medication, and edu- 
cational services (for home-bound chil- 
dren). However, here, too, we have the 
same problems of financing and integra- 
tion of services. 

The home care program also offers edu- 
cational opportunity for patient, family 
and public, and an unusually potent device 
for the education of the medical student 
since here he can see the patient in his 
natural habitat in the bosom of his family. 
Here he can learn of the effect of illness 
upon the social, emotional and economic 
situation of the family, and here, too, he 
can learn of the effect of the family and 
their problems on the patient and_ his 
Cate: 


and re- 
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The Patient in an Institution 
Dr. Anthony J. J. Rourke, Chairman 
Executive Director, 

Hospital Council of Greater New York 

The major goals of institutional care 
of patients with long-term illness are 1) 
to restore the patient to optimal physical 
and emotional health; 2) to foster the in- 
dividual’s initiative and independence; and 
3) to safeguard in all situations his dig- 
nity. In order to attain these goals it is 
essential to consider specific aspects of care 
as they relate to the total needs of the 
patient. 

The needs of the long-term patient are 
more complicated than those of the acutely 
sick person. He may have a multiplicity 
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of serious diseases. He is in need of in- 
tensive diagnostic study and evaluation at 
the time of initial hospitalization, and this 
must be thorough, extensive, and pains- 
taking. 

Because of the nature of serious chronic 
disease requiring hospital or institutional 
care, the patient’s total adjustment to life 
may be seriously disturbed. He needs, in 
addition to definitive medical care, the 
kinds of services which will restore his 
morale and help him adjust to an altered 
life situation. Accordingly, extensive serv- 
ices are required to provide for the medi- 
cal, nursing, emotional, spiritual, economic, 
social, and rehabilitative aspects of his 
care... 


Types of Institutional Services Needed 


Chronically ill persons may need a broad 
range of institutional services varying from 
those of the general hospital to those of 
the home for the aged. A spirit of re- 
habilitation should pervade all these serv- 
ices. 

1. General hospitals. Some chronically 
ill patients require the definitive medical 
services characteristic of today’s large gen- 
eral hospital. The scope of services found 
in a general hospital is needed for diagnosis 
at the onset of chronic illness, treatment of 
acute episodes during the course of such ill- 
ness, and development of a rehabilitation 
plan. 

2. Chronic disease hospitals. Because of 
the long-term treatment often necessary to 
cope with chronic illness, the tempo of 
services must frequently be adjusted to a 
long-range therapeutic goal. Intensive care 
over a long period of time is often effec- 
tive in achieving the patient's maximum 
physical and mental restoration. 

3. Nursing and convalescent homes. 
Many patients who have achieved the full- 
est benefit from active medical treatment 
still need skilled nursing care in institu- 
tions commonly known as nursing and con- 
valescent homes. While active medical 
treatment may not be provided, medical su- 
pervision is essential. 

4. Homes for the aged. Homes for the 
aged are adapted usually to serve the pur- 
pose of residential care for the ambulant 
older person requiring security and inde- 
pendence. However, they meet the need 
also for skillful bed care of the chronic 
sick when proper medical and nursing fa- 
cilities and personnel are available. 

5. Mental institutions. The long-term 
mental patient is best referred to special- 
ized institutions for the care of the men- 
tally ill. 


Common Denominators 

Services 

1. Admission evaluation. Before admis- 
sion to any facility for long-term care the 
patient should receive the benefit of thor- 
ough evaluation by medical and allied pro- 
fessional personnel. This evaluation should 
include careful determination of the pa- 
tient’s total situation, and the development 
of a plan for restoration to maximum so- 
cial usefulness. 

2. Individualization. All institutional 
services should be designed to fit the pa- 
tient’s individual needs. 

3. Rehabilitation. The entire treatment 
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program from the beginning of profes- 
sional contact with the patient should be 
geared to the patient's maximum potential 
recovery. 

4. Well-trained personnel. Institutional 
personnel should be imbued with the spirit 
of attaining and maintaining the highest 
degree of independence for the patient. 
In addition to high quality basic training 
in their several professions, personnel need 
constantly to improve and broaden their 
capabilities for treatment. 

5. Administration. Administration of 
the several types of institutions for long- 
term care should emphasize the use of 
personnel at their maximum level of com- 
petency. Although striving to make the 
greatest contribution to the patient’s wel- 
fare within the institution, administrators 
must always bear in mind the availability 
of other community resources which might 
better meet the patient’s needs at the mo- 
ment. 

6. Public education. Public understand- 
ing and support is vital to the develop- 
ment of adequate care for the long-term 
patient. Hence, institutions providing 
services for such patients should interpret 
to the public not only their own programs, 
but they should emphasize the total range 
of services needed and proper utilization of 
those available in the community. 

7. Personnel education. In view of the 
serious lack of all categories of qualified 
personnel necessary for proper care of the 
long-term patient, each institution should 
conduct training programs appropriate to 
its capabilities. These training programs 
should aim at maximum development of 
the institution’s own staff and, where feasi- 
ble, the education of new workers entering 
the health field. 

8. High quality standards. The high- 
est standards should be maintained, whether 
for the most elementary needs. The pa- 
tient should be treated as a person, as well 
as with technical competence. 

9. Finances. Realization of the objec- 
tives in long-term patient care will re- 
quire expenditure of considerably larger 
sums of money than are now being devoted 
to this purpose. Restoration of patients 
to maximum vocational usefulness often 
compensates in dollars for funds expended 
in rehabilitation. Even where return to 
employment may not be feasible, the at- 
tainment of self-care will often reduce the 
need for professional and attendant serv- 
ices. In any event, the patient with long- 
term illness deserves the same high quality 
of health service available to the patient 
with acute illness. . . 

Good institutional care of patients with 
long-term illness will be a reality: 

1. When the public conscience no 
longer tolerates second class care for this 
sizeable segment of society; 

2. When the public is aroused enough 
to pay for necessary services; 

3. When diagnosis, followed by plans 
for comprehensive care, is available to 
every patient; 

4. When professional skills and facili- 
ties are so well coordinated that maximum 
use will be made of them for the maxi- 
mum benefit of each long-term patient; 

5. When the supply of services and fa- 
cilities keep pace with the demands for 
care; 


6. When optimal utilization is made 
of the full potential of facilities and other 
resources; 

7. When chronically ill patients are 
fully and frequently evaluated to insure 
their placement in the most advantageous 
institutional environment; and 


8. When the causes of chronic illness 
and methods of providing highest quality 
care are investigated with the same en- 
thusiasm and financial support as are pres- 
ently applied to other areas of scientific 
endeavor. 


Committee II1— Coordination and 
Integration of Services and Facilities 


Dr. Milton Terris, Chairman 


Assistant Dean for Postgraduate Education 
School of Medicine, University of Buffalo 

Committee III approached its job with 
several general considerations influencing 
all of our discussions. These were (1) 
that we think of coordination and integra- 
tion in terms of the patient, the patient's 
needs and the patient’s desires and (2) 
that we try very hard to avoid the usual 
discussion of coordination and integration 
on the philosophical or “basic principles” 
level and get down to an examination of 
experience and to a determination of pos- 
sible methods that might really coordinate 
and integrate in the field of care of the 
long-term patient. 


Definition: 

Coordination and integration were de- 
fined by the committee as: The develop- 
ment of good working relationships be- 
tween diverse community agencies, facilities, 
and interests in order to provide better care 
for the long-term patient. Included in this 
concept is not only the day-to-day job of 
helping patients get better care through 
currently available services and facilities, 
but also the cooperative development of a 
well-balanced community program to meet 
more adequately the needs of the long- 
term patient. . . 


Recommendations: 

1. That local communities provide for 
some special mechanism or agency to co- 
ordinate services for the long-term patient, 
in order to insure proper attention to his 
special problems. . . 

2. That each state government provide 
for a specific public agency to coordinate 
and develop official programs for care of 
the long-term patient. These agencies 
should also provide consultation and fi- 
nancial assistance to local communities in 
developing and improving their own serv- 
ices, and should utilize the regional ap- 
proach to make the resources of urban cen- 
ters more readily available to rural areas 
and small communities. . . 

3. That the need for coordination of 
voluntary, professional, and governmental 
organizations on a national scale be met 
either by maintenance of the Commission 
on Chronic Illness or by continuation of 
its activities under the auspices of an or- 
ganization such as the National Health 
Council. This national coordination is of 
the greatest importance in stimulating sim- 
ilar partnerships of professional, voluntary, 
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tient but also the ambulatory patient. That 
this area is one of great significance can 
be readily recognized by the fact that of the 
5.3 million chronically sick patients with 
whom we are concerned at this conference, 
4,000,000—or almost 80 per cent— are re- 
ceiving care outside of an institution. In 
view of the enormous expense of creating 
additional hospital facilities and the even 
more serious problem of staffing and main- 
tenance, the importance of non-institutional 
care is quite obvious .. . 

All of the discussion groups of our 
Committee in their deliberations focused 
their attention on the patient, and it was 
from a consideration of the patient, his 
needs, and the needs of his family that 
the programs and recommendations were 
created. It was recognized that our medi- 
cal care is now geared to acute illness, and 
it has to be thoroughly revised to care for 
the chronically ill, since there are funda- 
mental differences in the needs of the 
acute and chronic patient. In acute ill- 
ness where the onset is sudden and the 
course of illness usually brief, the patient 
and the family often have sufficient re- 
sources—financial and emotional—to cope 
with the situation. However, in chronic 
disease, the onset is insidious and, by defi- 
nition, the course of illness is long. Fam- 
ilies are drained emotionally and econom- 
ically, and associated with all serious 
chronic illness are important dislocations in 
relationships between the patient and his 
family and with society. In treating acute 
illness it was possible for the doctor to pro- 
vide virtually all the care, with some as- 
sistance in the more severe cases from the 
nurse, because the family was able to take 
the blow. In chronic disease, much more 
is needed than the doctor's and nurse’s 
skill. The social work, occupational ther- 
apy, physical therapy, nutrition, rehabilita- 
tive services—all of these of relatively lit- 
tle importance in acute illness—are of 
prime importance in the care of the chron- 
ically sick. . . 


The Private Practitioner 


It was agreed that the private doctor's 
responsibility with respect to the diversified 
and complex needs of a long-term patient 
is to bring to the patient all services re- 
quired for optimum care. To fulfill this 
role he must secure the assistance and co- 
operation of other health workers. This 
implies that the physician must recognize 
his limitations as well as the contributions 
of allied professions to his over-all man- 
agement of the patient's care. 

Of particular concern to the physician 
are the emotional and social components of 
his patient's care. It was interesting to note 
that the obstacles standing in the way of 
the private physician in the care of his pa- 
tient are repeated in almost every area 
where we concern ourselves with the care 
of the chronically sick. These are: 

Unavailability of necessary personnel and 
facilities; 

Lack of funds, individual and organiza- 
tional; 

Lack of the awareness by the private 
physician of the availability of services 
other than his own; 

Unwillingness to use existing services 
due to a) lack of familiarity with benefits 
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to be derived and b) social reasons, such 
as the stigma of charity and the feeling that 
his professional prerogatives would be in 
part taken over by others; 

Restrictive agency policies; and 

Lack of inter-agency communication. 

Of special concern everywhere is the mat- 
ter of money. The discussion groups con- 
cerned with the private physician felt that 
personnel shortages in all areas were due 
to the lack of funds to provide for profes- 
sional education in medicine and associated 
fields, and to the financial inability of com- 
munities to purchase professional services 
even when they are available. Lack of fa- 
cilities and difficulty in integration are also 
frequently due to a lack of dollars. 

To enable the doctor now practicing in 
the community todo a total job with the 
chronically sick a whole range of services 
is needed, but there are priority considera- 
tions. Heading the list is nursing serv- 
ice, then comes economic assistance to pa- 
tients and next the establishment of cen- 
ters where the physician can secure diag- 
nostic services and other facilities to carry 
on adequate evaluation and treatment. . . 


Out-Patient Services. 

Out-patient services offer a tremendous 
but as yet unrealized opportunity for meet- 
ing the needs of the chronically sick. Usu- 
ally, and optimally, situated as part of a 
hospital, the opportunity is present to pro- 
ject into the community the excellent skills 
and techniques which in too many instances 
are now reserved only for the in-patient. . . 

Since the kinds of services patients re- 
quire are dictated by their illness, ambula- 
tory services are needed by chronically ill 
patients whether rich or poor. We are 
beginning to see in many places clinics or- 
ganized to care for all economic groups. 
Examples of this are the clinics at Duke 
University, the Chicago clinics, and the 
Vincent Astor clinic. At the same time 
there has been, notably in the last few years, 
a development and growth of prepaid 
group practice-centered insurance programs, 
such as H.I.P., Permanente, and the co- 
operatives. Such developments can be im- 
portant in the care of the long-term sick 
and the same consideration of range and in- 
tegration of services which applies to tra- 
ditional out-patient departments applies as 
well to these newer methods of care. 

In the discussion of out-patient depart- 
ments, as everywhere, basic to the provi- 
sion of adequate care is the problem of 
financing. Chronic disease and poverty 
get to be synonymous sooner or later. All 
areas of financial support for chronic dis- 
ease programs must be exploited. Volun- 
tary insurance, family resources, govern- 
mental support, and philanthropy must 
each do its part. . . 

In smaller communities of 25,000 to 
50,000 there exists a potential for O.P.D. 
services that is virtually untouched. Such 
services if created can be utilized not only 
for the care of the indigent and medically 
indigent, but also as a resource for general 
use as a diagnostic facility by the com- 
munity doctors. 

One last recommendation is for the de- 
velopment of a community structure which 
would concern itself with the care of the 
chronically ill. Among the duties of this 











broadly representative group would be: 

1. Study the extent and nature of prob- 
lems of out-patient services for the chron- 
ically ill in the community; 

2. Evaluate existing services; 

3. Develop realistic goals; and 

4. With this basic information, develop 
an action program. 


Home Care Programs 


In recent years organized home care 
programs have taken on great importance 
in the care of the long-term sick. This 
is for a variety of reasons: 

1. A negative reason is the shortage of 
hospital beds; and 

2. The most valid reason is that for 
suitably selected patients, care in the home, 
properly organized and delivered, is the 
best possible care. 

Of importance to the community, faced 
with serious personnel shortages, is the 
value of having family members do tasks 
for the patient which would otherwise re- 
quire professional people. 

The essential characteristic of organized 
home care programs are as follows: 

1. Centralized responsibility for admin- 
istration; 

2. Coordination of services 
sources; and 

3. The development and use of the med- 
ical care team to deal with the health needs 
of the patient and his family. 

The basic team as everywhere in the 
care of the chronically sick, is the doctor, 
nurse and social worker. 

In home care, the whole range of serv- 
ices needed by the chronically sick can 
and, if possible, should be provided. In- 
cluded are such services as dental, nutri- 
tion, transportation, medication, and edu- 
cational services (for home-bound chil- 
dren). However, here, too, we have the 
same problems of financing and integra- 
tion of services. 

The home care program also offers edu- 
cational opportunity for patient, family 
and public, and an unusually potent device 
for the education of the medical student 
since here he can see the patient in his 
natural habitat in the bosom of his family. 
Here he can learn of the effect of illness 
upon the social, emotional and economic 
situation of the family, and here, too, he 
can learn of the effect of the family and 
their problems on the patient and his 
care... 


and re- 
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The Patient in an Institution 
Dr. Anthony J. J. Rourke, Chairman 
Executive Director, 

Hospital Council of Greater New York 

The major goals of institutional care 
of patients with long-term illness are 1) 
to restore the patient to optimal physical 
and emotional health; 2) to foster the in- 
dividual’s initiative and independence; and 
3) to safeguard in all situations his dig- 
nity. In order to attain these goals it is 
essential to consider specific aspects of care 
as they relate to the total needs of the 
patient. 

The needs of the long-term patient are 
more complicated than those of the acutely 
sick person. He may have a multiplicity 
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of serious diseases. He is in need of in- 
tensive diagnostic study and evaluation at 
the time of initial hospitalization, and this 
must be thorough, extensive, and pains- 
taking. 

Because of the nature of serious chronic 
disease requiring hospital or institutional 
care, the patient’s total adjustment to life 
may be seriously disturbed. He needs, in 
addition to definitive medical care, the 
kinds of services which will restore his 
morale and help him adjust to an altered 
life situation. Accordingly, extensive serv- 
ices are required to provide for the medi- 
cal, nursing, emotional, spiritual, economic, 
social, and rehabilitative aspects of his 
care. . 


Types of Institutional Services Needed 

Chronically ill persons may need a broad 
range of institutional services varying from 
those of the general hospital to those of 
the home for the aged. A spirit of re- 
habilitation should pervade all these serv- 
ices. 

1. General hospitals. Some chronically 
ill patients require the definitive medical 
services characteristic of today’s large gen- 
eral hospital. The scope of services found 
in a general hospital is needed for diagnosis 
at the onset of chronic illness, treatment of 
acute episodes during the course of such ill- 
ness, and development of a rehabilitation 
plan. 

2. Chronic disease hospitals. Because of 
the long-term treatment often necessary to 
cope with chronic illness, the tempo of 
services must frequently be adjusted to a 
long-range therapeutic goal. Intensive care 
over a long period of time is often effec- 
tive in achieving the patient’s maximum 
physical and mental restoration. 

3. Nursing and convalescent homes. 
Many patients who have achieved the full- 
est benefit from active medical treatment 
still need skilled nursing care in institu- 
tions commonly known as nursing and con- 
valescent homes. While active medical 
treatment may not be provided, medical su- 
pervision is essential. 

4. Homes for the aged. Homes for the 
aged are adapted usually to serve the pur- 
pose of residential care for the ambulant 
older person requiring security and inde- 
pendence. However, they meet the need 
also for skillful bed care of the chronic 
sick when proper medical and nursing fa- 
cilities and personnel are available: 

5. Mental institutions. The long-term 
mental patient is best referred to -special- 
ized institutions for the care of the men- 
tally ill. 

Common Denominators of Institutional 

Services 

1. Admission evaluation. Before admis- 
sion to any facility for long-term care the 
patient should receive the benefit of thor- 
ough evaluation by medical and allied pro- 
fessional personnel. This evaluation should 
include careful determination of the pa- 
tient’s total situation, and the development 
of a plan for restoration to maximum so- 
cial usefulness. 

2. Individualization. All institutional 
services should be designed to fit the pa- 
tient’s individual needs. 

3. Rehabilitation. The entire treatment 
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program from the beginning of profes- 
sional contact with the patient should be 
geared to the patient’s maximum potential 
recovery. 

4. Well-trained personnel. Institutional 
personnel should be imbued with the spirit 
of attaining and maintaining the highest 
degree of independence for the patient. 
In addition to high quality basic training 
in their several professions, personnel need 
constantly to improve and broaden their 
capabilities for treatment. 

5. Administration. Administration of 
the several types of institutions for long- 
term care should emphasize the use of 
personnel at their maximum level of com- 
petency. Although striving to make the 
greatest contribution to the patient's wel- 
fare within the institution, administrators 
must always bear in mind the availability 
of other community resources which might 
better meet the patient’s needs at the mo- 
ment. 

6. Public education. Public understand- 
ing and support is vital to the develop- 
ment of adequate care for the long-term 
patient. Hence, institutions providing 
services for such patients should interpret 
to the public not only their own programs, 
but they should emphasize the total range 
of services needed and proper utilization of 
those available in the community. 

7. Personnel education. In view of the 
serious lack of all categories of qualified 
personnel necessary for proper care of the 
long-term patient, each institution should 
conduct training programs appropriate to 
its capabilities. These training programs 
should aim at maximum development of 
the institution’s own staff and, where feasi- 
ble, the education of new workers entering 
the health field. 

8. High quality standards. The high- 
est standards should be maintained, whether 
for the most elementary needs. The pa- 
tient should be treated as a person, as well 
as with technical competence. 

9. Finances. Realization of the objec- 
tives in long-term patient care will re- 
quire expenditure of considerably larger 
sums of money than are now being devoted 
to this purpose. Restoration of patients 
to maximum vocational usefulness often 
compensates in dollars for funds expended 
in rehabilitation. Even where return to 
employment may not be feasible, the at- 
tainment of self-care will often reduce the 
need for professional and attendant serv- 
ices. In any event, the patient with long- 
term illness deserves the same high quality 
of health service available to the patient 
with acute illness. . . 

Good institutional care of patients with 
long-term illness will be a reality: 

1. When the public conscience no 
longer tolerates second class care for this 
sizeable segment of society; 

2. When the public is aroused enough 
to pay for necessary services; 

3. When diagnosis, followed by plans 
for comprehensive care, is available to 
every patient; 

4. When professional skills and facili- 
ties are so well coordinated that maximum 
use will be made of them for the maxi- 
mum benefit of each long-term patient; 

5. When the supply of services and fa- 
cilities keep pace with the demands for 
care; 


6. When optimal utilization is made 
of the full potential of facilities and other 
resources; 

7. When chronically ill patients are 
fully and frequently evaluated to insure 
their placement in the most advantageous 
institutional environment; and 

8. When the causes of chronic illness 
and methods of providing highest quality 
care are investigated with the same en- 
thusiasm and financial support as are pres- 
ently applied to other areas of scientific 
endeavor. 


Committee IIl— Coordination and 
Integration of Services and Facilities 


Dr. Milton Terris, Chairman 


Assistant Dean for Postgraduate Education 
School of Medicine, University of Buffalo 

Committee III approached its job with 
several general considerations influencing 
all of our discussions. These were (1) 
that we think of coordination and integra- 
tion in terms of the patient, the patient's 
needs and the patient’s desires and (2) 
that we try very hard to avoid the usual 
discussion of coordination and integration 
on the philosophical or “basic principles” 
level and get down to an examination of 
experience and to a determination of pos- 
sible methods that might really coordinate 
and integrate in the field of care of the 
long-term patient. 


Definition: 

Coordination and integration were de- 
fined by the committee as: The develop- 
ment of good working relationships be- 
tween diverse community agencies, facilities, 
and interests in order to provide better care 
for the long-term patient. Included in this 
concept is not only the day-to-day job of 
helping patients get better care through 
currently available services and facilities, 
but also the cooperative development of a 
well-balanced community program to meet 
more adequately the needs of the long- 
term patient. . . 


Recommendations: 

1. That local communities provide for 
some special mechanism or agency to co- 
ordinate services for the long-term patient, 
in order to insure proper attention to his 
special problems. . . 

2. That each state government provide 
for a specific public agency to coordinate 
and develop official programs for care of 
the long-term patient. These agencies 
should also provide consultation and fi- 
nancial assistance to local communities in 
developing and improving their own serv- 
ices, and should utilize the regional ap- 
proach to make the resources of urban cen- 
ters more readily available to rural areas 
and small communities. . . 

3. That the need for coordination of 
voluntary, professional, and governmental 
organizations on a national scale be met 
either by maintenance of the Commission 
on Chronic Illness or by continuation of 
its activities under the auspices of an or- 
ganization such as the National Health 
Council. This national coordination is of 
the greatest importance in stimulating sim- 
ilar partnerships of professional, voluntary, 
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and official groups on a state-wide and 


local basis. 

4. That the national voluntary agencies 
established to combat specific diseases in- 
tensify their efforts to encourage their local 
chapters to work together and with other 
voluntary and public agencies for better 
care of patients with all types of long-term 
illness. 

5. That the Commission on Chronic 
Illness promote the use of those specific ad- 
ministrative techniques which have been 
proved valuable in coordination. Some of 
these techniques are: 

a. Encouragement of more face-to-face 
contact between individuals interested 
in different aspects of patient care. 

b. Introduction of simple and effective 
inter-agency referral systems, includ- 
ing the use of standardized forms. 

c. Provision for easy and rapid transfer 
of information as the patient moves 
from one service or facility to an- 
other. 

d. Routine joint planning by physician, 
social worker, public health nurse, 
and community agencies to assure 
proper care of the patient, especially 
after discharge from the hospital. 

e. Distribution to the medical profes- 
sion and other interested persons of 
handbooks of community health and 
social resources which provide spe- 
cific information on such items as 
services, charges and intake policies. 

f. Conduct of local surveys of com- 
munity needs and resources as a 
stimulus to cooperative action. 

g. Encouragement of informal working 
relationships which do not involve 
complicated administrative channels. 

h. Concentration on relatively non-con- 
troversial areas in the early stages of 
cooperation between agencies. 

i. Establishment of joint housing of the 
various health and social agencies 
concerned with the problem wher- 
ever possible. 


6. That information be provided to the 
public on the scope and nature of the prob- 
lems of long-term illness, on the need for 
broad citizen participation, and on such ob- 
stacles to effective coordination as the mul- 
tiplicity of existing agencies and organiza- 
tions, vested interests, and legislative and 
administrative barriers. 

7. That the education of professional 


personnel be oriented toward: 

a. A fuller appreciation of the impor- 
tance of the team approach in the 
care of the long-term patient. A val- 
uable method would be the presen- 
tation at medical society meetings of 
case demonstrations of team-care of 
long-term patients. 


b. A greater understanding of the sig- 

nificance of the patient as a person 
and his social environment in the 
management of his illness. 
It is essential moreover, that health 
agencies and facilities provide in- 
creasing opportunities for profes- 
sional personnel to work together as 
a team in order that they may make 
full use of such education in provid- 
ing day to day patient care. 
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8. That more hospitals, health depart- 
ments and other health agencies employ 
medical social workers for more effective 
use of health and social resources in the 
interests of the patient. 

9. That funds for coordination be pro- 
vided by public as well as private sources 
in the community, including philanthropic 
sources, community chests, and voluntary 
health agencies organized to combat spe- 
cific diseases. Particularly in the case of 
state and regional coordinating programs 
covering many communities, tax funds may 
be needed to supplement voluntary financ- 
ing; .. 


Committee 1V—Research 
Dr. Thomas Parran, Chairman 


Dean, Graduate School of Public Health 
University of Pittsburgh 


.. . We face the fact that hundreds of 
thousands of families every year will be 
shattered and brought to the point of desti- 
tution by prolonged illness. In 1952, we 
know 500,000 families spent between 50 
and 100 per cent of their total family in- 
come on medical care. Another 500,000 
families had medical expenses exceeding 
their total family income. Unless this 
burden of expense can be shared — or 
lightened through research — this tragedy 
will continue to occur every year for the 
forseeable future. 

Yet at this moment, we still do not 
know enough about the cost of chronic ill- 
ness per se to assess surely what we should 
do as a nation, or what part states, cities 
and voluntary effort should contribute. 
This ignorance was a formidable barrier 
to every section of this Conference, not 
only in assessing needs, but also in assess- 
ing the efficiency of current services and 
evaluating how well they meet their stated 
objectives. In other words, in industrial 
jargon we scarcely know how good is the 
product, or whether a different product 
could do the job better. . . 

Our national investment per year in lab- 
oratory and clinical research relating to 
medicine is $200 million. Is it unreason- 
able to suggest that perhaps a small addi- 
tional investment might be made to trans- 
late the knowledge gained into action? To 
do this we need to define and assess more 
precisely the health needs of the nation 
and to discover better ways of meeting these 
needs. 

Our Committee presents a number of 
recommendations to the Conference: 

1. That every program of care be de- 
signed so as to include regular procedures 
to measure the efficiency and economy with 
which the service is operated. 

Here it can be seen, for example, 
whether the program meets the standards 
of other groups, or how cost of the pro- 
gram compares with costs in similar pro- 
grams. Much of this appraisal can be done 
by the agencies themselves, once the initial 
system of measurement and comparison has 
been determined. 

2. That the effectiveness of every official 
and voluntary agency in achieving its 
stated objectives be measured periodically. 

In contrast with the efficiency and econ- 
omy with which an agency operates, there 





is the question of the ultimate value of its 
activities in helping sick people. 

The need for this kind of measurement 

of effectiveness is obvious if we are to 
avoid freezing service into obsolete pat- 
terns, or, at the other extreme, launching 
mew patterns of service on a widespread 
scale before adequate testing in pilot stud- 
ies. 
The difficulties involved in this type of 
measurement are manifold, since the ques- 
tions posed are very broad. For example— 
has a health education program succeeded 
in changing nutrition habits? Here the 
full technology of sampling techniques, use 
of controls and statistical tests of signifi- 
cance are required if useful answers are 
to be forthcoming. 

3. That the Commission on Chronic III- 
ness (or a similar organization) under- 
take the development of practical guides 
or appraisal forms for the evaluation of pro- 
gram operations. 

The Commission has already set a suc- 
cessful precedent for such research guides 
in its outline for community surveys. 

4. That more research is needed to de- 
lineate the forces in communities which 
stimulate or deter effective organization and 
action in dealing with prolonged illness and 
that information on these forces be made 
more widely available. 

Both from pragmatic experience and 
from formal studies, many practical guides 
to community action are available. These 
can and should be made more useful by 
further research. 

5. That the Commission on Chronic IIl- 
ness undertake to compile or to stimulate 
the compilation of a comprehensive manual 
of accepted definitions of principles and 
terms used in the field of medical and re- 
lated care. 

Such a glossary would aid materially in 
promoting uniformity of interpretation and 
application of the results of experience in 
measuring needs for care, in providing 
services, in evaluating the results of serv- 
ices, and in estimating costs. If stand- 
ardized definitions are widely used, the 
knowledge derived from the experience in 
any one program can more readily be 
translated into plans for other programs. 

6. That a continuing agency be estab- 
lished to act as a focal point for consider- 
ing problems and stimulating and guiding 
studies related to services for patients with 
prolonged illness. 

When the Commission on Chronic IIl- 
ness goes out of existence, no one agency 
will have the responsibility, authority and 
resources for coordinating the activities 
with which this Conference is concerned. 

I have talked of studies and statistics, but 
always behind these figures and analyses is 
the fact that the prolonged care of patients, 
like any action to help our less fortunate 
fellowmen, is motivated by compassion and 
conscience, based upon knowledge which 
is the fruit of research. 

Conscience and compassion for the hu- 
man beings represented by our statistics 
are attributes of the human spirit, em- 
bracing Caritas, or charity, in the terms of 
the Apostle Paul. 

For our present purpose I omit the 
economic motivations in order to empha- 


(Continued on page 86) 
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Good Employees don’t 


grow on trees . 


HEN an employee in a hos- 

pital scraps valuable supplies 
or breaks an expensive piece of equip- 
ment it is time to resist the impulse 
to fire him and hold an investigation 
into the causes of the accident. Such 
an investigation should take into con- 
sideration the previous record of the 
person involved and be directed to- 
ward remedying a possible reoccur- 
ence of the same thing by another em- 
ployee. 

When an employee makes a mis- 
take here are some of the factors that 
should be considered before placing 
blame or passing judgment toward 
punishment. 


Be sure where the fault lies. The 
more skilled and experienced the in- 
dividual, the less apt he will be to 
make costly errors. In such cases the 
fault may lie elsewhere in the business 
with either an individual, materials or 
a method of doing the job. There 
may have been other contributing fac- 
tors such as distraction from someone 
else, “horse play” by some other in- 
dividual or even malicious planning 
by another jealous employee. It’s al- 
ways a good procedure to first find out 
all of the causes of the mistake or ac- 
cident before placing blame on any 
one individual. 


Was bad maintenance to blame: 
Many an accident is caused by nothin; 
more than faulty maintenance of buiid- 
‘ng of equipment catching up and 
someone just happening to be present 
when it occurred. Despite all of the 
maintenance education in business to- 
lay, lack of good preventive mainten- 
ance is still a major contributing factor 
to accidents everywhere. We never 
save money cutting corners on main- 
tenance. When we blame an em- 
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Don't Swing the Axe Too Soon! 


ployee for a mishap caused by this lack 
of preventive maintenance we are tak- 
ing a chance of losing a very valuable 
employee for he or she may well un- 
derstand the real cause. 


Most employees profit by mistakes. 
Making mistakes from infancy is the 
chief manner in which most of us 
learn good and bad procedures. Simi- 
larly, with most employees an error 
or mistake is a lesson well learned and 
has made them more valuable to the 
hospital. 


Is the individual—mistake prone? 
There are thousands of people work- 
ing at all kinds of jobs who have a 
natural bent for doing the wrong thing 
at the most important time. Such an 
individual is of little value in any spot 
where his errors can cause expensive 
damage. He or she is the one type 
it is well to either remove from the 
payroll or shift into a position where 
this natural inclination will not cause 
damage of any consequence. 


Working conditions cause employee 
mistakes. Where mistakes and errors 
occur again and again, the chances 
are it is not so much the individual 
employees who are at fault as it is 
the general working conditions under 
which they perform their jobs. Bad 
lighting where they work, uncomfort- 
able temperature conditions, poor 
supervision, lack of proper primary 
training and many other such factors 
are known to contribute to employee 
mistakes and errors in almost all kinds 
of business. Where mistakes occur 
too often it is a good idea to make a 
thorough investigation in search of 
such causes rather than immediately 
placing the blame on the individuals 
involved. 





By ERNEST W. FAIR 


Avoid pressures on workers. When 
we are forced to do anything under 
pressure our efficiency falls sharply. 
When employees have threats of dire 
punishment hanging over their heads 
they are much less apt to do a good 
job than when they know understand- 
ing and consideration is present. Any 
time we seek to secure more work out- 
put from the individual through pres- 
sure of time or threats (or even re- 
ward in some cases) we are asking for 
an increase in accidents, mistakes and 
errors. 


Reprisals seldom work. When we 
seek to teach an employee a lesson for 
his or her error by a forced layoff or 
other reprisal it accomplishes little to- 
ward avoiding such future errors by 
the individual. Such procedures may 
work with children but they are re- 
sented by adults. If any reprisal is 
necessary it should be executed subtely 
without the employee's being aware 
that he is being “punished.” 


Were proper instructions given? 
Often mistakes are caused not by the 
individual doing something on his own 
but by his following too precise or 
too general instructions from someone 
“higher up.” Instructions should al- 
ways be clear and to the point and as 
detailed as possible, for the one thing 
that seems obvious to us and not 
worthy of mention may be unknown 
to the employee and result in his mak- 
ing a serious mistake. 


Health is a big factor. Our top 
efficiency is seldom present when we 
are below par either physically or 
mentally. Many an employee error 
made under such conditions would 
not have been made otherwise. If an 
individual can be spared, it is far bet- 
ter that he or she be at home resting 
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than on the job making mistakes. If 
they cannot, then job shifts for a day 
or sO to a spot where top mental and 
physical alertness are not needed can 
avoid such errors. If this has been the 
chief cause of the mistake it points up 
the need for closer check on employee 
health. 

Were there outside contributing 
factors? All was going smoothly in 
a factory when suddenly a jet bomber 
roared over the building. The sud- 
denness of the unexpected nerve shat- 
tering noise caused six minor acci- 
dents in that plant. In a nearby store 
a saleslady was showing a customer an 
expensive piece of crystal; she dropped 


it on the floor where it shattered. In 
an office a bookkeeper punched the 
wrong row of keys on an adding ma- 
chine and made a mistake it took an 
hour to find later in the day. It’s well 
to make certain no such incident con- 
tributed to any individual mistake or 
error we have under investigation for 
even the best of us can go wrong when 
such a thing happens. 

Look into the individuals’ personal 
problems. This is not easy to do, but 
in many instances the actual cause of 
the error was something in the em- 
ployees’ personal life. Few of us can 
leave such personal problems at home 
when we go to work. Any employee 


obviously working under such stress 
needs help and if we can give it tc 
him before the accident or mistake oc- 
curs it will repay the vigilance we give 
toward spotting such troubles with the 
men and women who work for us. 


Sometimes mistakes and errors fol- 
low definite patterns and when these 
occur it takes only a little “sleuthing” 
on our part to discover and correct 
the cause. But more often each em- 
ployee mistake or error was caused by 
an individual set of circumstances. If 
we value the men and women we now 
have on our staff it is well worth while 
to search for these before we start 
thinking of replacements. y¥ 


TIME SAVER: UNIT SIZES FOR MOVABLE EQUIPMENT 


LARGE percentage of the items 

needed to equip the general hos- 
pital are movable, or mobile. Persons 
in charge of the hospital's operations 
often wish to know how long, or wide 
or high is this or that item. 

No one can be expected to remem- 
ber all of the sizes of all such units, 
and it is usually a time-consuming task 
to go to the files—or use the yard- 
stick—when such information is 
needed. Also, space must be found in 
which to store the many movable items 
which are in common use in every 
hospital, and thus such storage space 
for the items must be considered while 
a project is in the planning stage. 

Long ago we listed a major part of 
such units, in order to have the list 
available at the researcher's desk or 
drawing board. We have kept the list 
reasonably up to date. This ready ref- 
erence list has been of great conven- 
ience to us as well as a time saver. 
Perhaps it might be of equal use to the 
busy hospital administrator. 

A summarized version of our cur- 
rent “list” is shown in the tabulation 
which follows. The list is not com- 
plete, of course, and the extensions of 
the individual items are not complete 
in every case. y+ 
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By GEORGE BLUMENAUER 
Architect—Hospital Consultant 
Kansas City, Missouri 


Tabulation of Units and Sizes 








Anesthetic Table 
Baby Incubator 
Bed 


a eh ei 
pan Sterilizer iling type) 
Blanket Warmer 


Mirror above 
Food Conveyors 
Glove Rack. . 
Instrument Table 
Instr. and Utensil Sterilizer (steam type)... ...- 
Rooming-In Bassinet 
Stretcher 


Sterilizers: 
High Speed Pressure 
Dressing Sterilizer 
Instrument 


Toasters: 





Dressing Cart 
ame Service 


Oxw en Tank Truck 
Ss Truck 
Room Truck 

Tray Truck 

Utility 

X-Ray, Mobile Unit 

















*All dimensions are in inches. 
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Solemn Pontifical Mass opened the 39th annual convention in St. Nicholas Church, May 17. 


39th Convention: A Preliminary Report 


Atlantic City, May 17—The 39th 
annual convention of the Catholic Hos- 
pital Association opened here today 
with an attendance which promises to 
excel that of any Convention previ- 
ously held in a seaboard city. Early 
registrations this morning for this an- 
nual Association event were excellent, 
and prospects for the coming days are 
very good indeed—as are the pros- 
pects for pleasant weather to make this 
Convention doubly enjoyable. 

The keynote address was delivered 
this afternoon by the Most Rev. Bar- 
tholomew J. Eustace, S.T.D., Bishop 
of Camden, on the topic of “Fulfilling 
the Objectives of the Catholic Hos- 
pital.” His Excellency welcomed the 
delegates to Atlantic City, with its un- 
excelled accommodations for large 
gatherings of this kind. 

After speaking of the general objec- 
tives held in common by all Catholic 
hospitals, the Bishop said that there 
was particular need for care of those 
who, while not precisely mentally af- 
flicted, are disturbed by the state of the 
world and the urgencies of modern liv- 
ing. The mechanization of industry, 
the keynote speaker said, has con- 
fronted us with certain special prob- 
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lems. We have to take cognizance of 
the effects of the machine age, and we 
have to supply the human element 
which the machine excludes, the 
Bishop stated, adding that we may ex- 
pect an increase of nervous afflictions 
in the years to come. He expressed 
the hope that the Catholic hospitals 
would exert every effort to care for 
this group of patients who suffer from 
uncertain diseases, which are neverthe- 
less very real to those afflicted. 


Medical Education in the Hospital 

Due to illness the next speaker, Dr. 
Edward J. McCormick was unable to 
be present at the opening meeting. In 
his stead, Dr. Harold Jeghers of 
Georgetown University delivered an 
excellent address on “The Joint Re- 
sponsibility of the Hospital and the 
Medical Staff for Good Medical Care.” 
Dr. Jeghers called attention to the 
great need for improved methods of 
post-graduate education of medical 
men, especially in the hospitals. The 
speaker said that there is a gap between 
medical research on the one hand and 
medical practice in the hospital on the 
other. This gap is due to the fact 
that it is not easy for doctors in prac- 


tice to keep abreast of current develop- 
ments in the field; hence, the speaker 
said, there is a necessity for better edu- 
cational means at this level. “The 
greatest stimulus for better medical 
education and patient care in any hos- 
pital will come through the appoint- 
ment of a full-time paid director of 
medical education. Medical education 
is rapidly becoming a specialty in itself, 
and there is a need in every hospital, 
even of average size, for such a per- 
son.” 

The summary of the Administrative 
Board meetings was presented by the 
Most. Rev. William A. O’Connor, D.D., 
Bishop of Springfield, Ill, and Epis- 
copal Chairman. Bishop O'Connor 
made both a personal observation and 
a suggestion to be considered by the 
Sisters in their future planning. As 
an observation, Bishop O’Connor 
stated that the hospital is coming to 
be a health center for the well in addi- 
tion to being a treatment center for the 
sick—all the diagnostic departments of 
the hospital are a means of preventive 
care. As a suggestion Bishop O’Con- 
nor stated that this preventive care 
might be applied to the Sisters. He 
showed how industry has fast become 
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The Most Rev. Bartholomew J. Eustace, $.T.D., Bishop of Camden, addresses 
the opening session of the 39th annual convention. 


aware of the need of a regular pro- 
gram of periodic health examinations 
for its executives and even other per- 
sonnel. Should not the Sisters then 
take advantage of the regular periodic 
health examinations for themselves, the 
Bishop asked. He stressed the value 
vo the church of the Sisters, the avail- 
ability of the means to provide this 
care, the goodness, charity, concern and 












care of the Sisterhoods for the Sister 
who has become ill, and asked why this 
same concern could not be shown the 
Sister before they became ill. He said 
the hospital Sisters would have to show 
the way and then perhaps a way would 
be provided to extend this care to the 
Sisters in the other fields. 

The concluding speaker on the after- 
noon’s program was the Very Rev. 


Regional officers meeting in Shelburne Hotel. Standing at speakers’ 
table, left to right, Rev. Nicholas Hughes, Rt. Rev. H. Joseph Jacoby, 
Rt. Rev. Msgr. Joseph B. Brunini. 






























Msgr. Robert A. Maher, the Associa- 
tion’s First Vice-President. Monsignor 
Maher presented the report of the As- 
sociation on the past year, and details 
on this report will appear in the July 
issue of HOSPITAL PROGRESS. 


The first and foremost event of this 
opening day was, of course, the Solemn 
Pontifical Mass, which was offered in 
St. Nicholas Church by the Most Rev. 
J. Carroll McCormick, D.D., Auxiliary 
Bishop of Philadelphia, for the repose 
of the soul of Father Lively, C.H.A. 
President, whose absence at this meet- 
ing is keenly felt. Rev. Leo J. Martin 
of Jersey City, N. J. delivered the ser- 
mon and welcomed the delegates to 
Atlantic City. 


Exhibits Formally Opened with 
Initial Attendance of 1500 


The exhibits were officially opened 
following Mass and registration with 


Group which took part in the opening 
of exhibits: left to right, Albert C. 
Janka, director of exhibits, Williom 
Smith, representing Hospital Industries’ 
Association and the Very Rev. Mon- 
signor R. A. Maher, first vice-president. 


about 1500 persons in attendance. Ex- 
hibits this year feature many new prod- 
ucts and types of equipment, as well as 
new innovations in techniques which 
may be applied in hospitals to save 
time and labor. The exhibits are im- 
pressive this year both in type and in 
number. There are 176 commercial 
exhibits and 18 educational exhibits. A 
total of 990 persons staff these booths 
to provide information and answer 
questions. 
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Main speakers at the opening session of the 39th Annual Convention. 


Left to right: 


Rt. Rev. Msgr. Donald A. McGowan; The Most Rev. 


William A. O’Connor, D.D., The Most Rev. Bartholomew J. Eustace, 
S.T.D., Very Rev. Msgr. Robert A. Maher, and Dr. Harold Jeghers. 


Pre-Convention Meetings 

Largest of the pre-Convention meet- 
ings was, of course, the two-day 
C.C.S.N. conference which attracted 


very close to 500 registrants from 23 
states, Washington, D.C., and Hawaii, 


and one Sister from Brazil. That the 
representation from the field was ex- 
cellent is shown by the fact that 175 
official delegates attended representing 
some 50 per cent of all the Catholic 
schools of nursing in the country. In- 
terestingly, this year saw a much larger 
contingent of lay nurses in the group 
than on previous occasions. Details as 
to what went on will appear in the July 
issue of HOSPITAL PROGRESS. 

The only other pre-convention meet- 
ing was that of the Regional Dele- 
gates, some 40 of which had an all-day 
meeting yesterday (Sunday) in the 
Mirror Room of the Shelburne Hotel. 
This meeting, a relatively new idea in 
C.H.A. conventions, takes a somewhat 
different approach than most other 
events, being designed in part to keep 
officers of regional conferences abreast 
of current developments in the health 
field. 

Father Flanagan reviewed the rec- 
ommendations which came out of the 
conference held for Higher Superiors 
during the past year. Among these 
recommendations was included the 
need for the Catholic hospital to ef- 
fectively utilize trained lay personnel 
by defining for them their responsi- 
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bilities as well as their authority. Need 
for the education of the Sisters so that 
they might compete with the seculars 
in their field was also stressed. 

Monsignor McGowan reported that 
despite the early enthusiasm shown by 
Congress for the Health Program of 
President Eisenhower there seems to 
be little hope that any but two bills 
will be actually passed. 

Accreditation was presented in re- 
alistic terms along with practical sug- 
gestions on how certain aspects of this 
program might be accomplished by the 


smaller hospital, in a report by Sister 
M. Thomasine, O.S.F., administrator of 
St. Gabriel’s Hospital, Little Falls, 
Minn. 

A review of the activities of the 
Committee on Hospital Finance and 
the Principles of Third Party Reim- 
bursement was discussed at length. 


Central Office Assistance Outlined 


Hospitals were encouraged to call 
upon the Central Office of the Catholic 
Hospital Association for program plan- 
ning, speakers, and special workshops 
and institutes. Father Flanagan ex- 
plained that the Central Office can as- 
sist with both the programming and 
the promotion of workshops and in- 
stitutes on the regional level. 

While the opening session was being 
held, three special meetings were con- 
vening simultaneously — purchasing, 
pharmacy and medical technology. 


Purchasing Agents Hear Rorem 


If American hospitals could save 
five per cent on the purchase of com- 
modities by various improvements in 
procurement and_ utilization, the 
amount would represent $80,000,000 a 
year, said C. Rufus Rorem, Ph.D., 
C.P.A., executive director of the Hos- 
pital Council of Philadelphia, at the 
first Institute on Hospital Purchasing, 
which had a registered attendance of 
121 for its first meeting. 

Of the more than $4,000,000,000 a 
year expended by the nation’s hospitals, 
Dr. Rorem pointed out that personal 
services (wages, salaries and mainte- 
nance of personnel) represent about 60 
per cent, with the other 40 per cent 


Medical technology opening session had as the speaker, Dr. Louis Smith, 
pathologist, St. Paul’s Hospital, Dallas, Tex. 











(L. to R.): 


New Chairman of the Council of the Conference of Catho- 





lic Schools of Nursing: Sister M. Theophane, S.C.M.M., Director, 

Catholic Maternity Institute, Santa Fe, N.M. New Members: Sister 

M. Bonaventure, Director, Presentation School of Nursing, Aberdeen, 

S. Dak.; Miss Gladys Kiniery, Dean, Loyola University, Chicago, Ill.; 

and Sister M. Theophane, Director, St. Joseph School of Practical 
Nursing, Lorain, Ohio. 


going for supplies, replacement of 
equipment and instruments, and vari- 
ous purchased services not represented 
by salaries and wages. 

He said that in a hospital, the pur- 
chase of commodities is supplementary 
and incidental to the provision of per- 
sonal service. Defining a hospital as 
“people at work,” Dr. Rorem empha- 
sized the fact that personnel engaged 
in caring for the sick cannot perform 
their functions without the equipment 
and supplies. Thus the purchasing of- 
ficer can contribute greatly to the qual- 
ity of service given the patient as well 
as in effecting economies in the in- 
stitution’s management. 

Dr. Rorem urged purchasing officers 
to work closely with the professional 
staff at the medical, nursing and tech- 
nical levels as well as with housekeep- 
ing, maintenance and dietary depart- 
ments to assure quality of the com- 
modities and supplies obtained for use. 
On the other hand, cooperation with 
department heads assures effective util- 
ization of items purchased, since any 
discount on price is lost through ex- 
travagance, waste, breakage, spoilage, 
loss or theft. A final recommendation 
was to work with other hospitals in a 
community in the purchase of com- 
modities. 

The meeting opened with greetings 
by the Rev. John J. Flanagan, S.J. 
William H. Markey, secretary of the 
Council on Financial Management, 
C.H.A., spoke on “Aids in Acquiring 
Purchasing Skills.” Sister Mary Veron- 
ica, R.S.M., Blessed Martin de Porres 
Hospital, Mobile, Ala., presided. 
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Dr. Smith Discusses M. T. Topics 


At the conference of medical tech- 
nologists, Dr. Louis Smith, pathologist 
at St. Paul’s Hospital, Dallas, Texas 
stated that although only one of every 
five hospitals is Catholic, the Catholic 
group is responsible for one-third of 
the schools of medical technology. 
This is a fact of which the Catholic 
group can be proud. A progressive 
clinical laboratory is responsible for 
stimulating the doctor to practice a 
higher level of medicine, through the 


promotion and application of the 
newer scientific developments in this 
field. The competence and develop- 
ment of a good supervisor is a neces- 
sity for a good laboratory. More than 
technological training is required. 
Leadership ability is required to gain 
the desired results and the cooperation 
of all who are involved, according to 
this speaker. 


One of the most important labora- 
tory functions is the autopsy, which is 
the best single criterion for good medi- 
cal practice, Dr. Smith continued. The 
medical, surgical, and administrative 
staff of a hospital are each responsible 
for increasing the autopsy sate. 
“There is nothing in Christian teach- 
ings which the autopsy violates.” In 
fact, it has become an obligation to as- 
sure the patient of the best possible 
care and opportunity for cure of many 
diseases. 


Tomorrow, the Convention will 
really move into high gear; the second 
day of the C.H.A. Convention is al- 
ways the busiest one. Registration is 
expected to continue to mount—al- 
ready some 35 states and several for- 
eign countries are represented. The cli- 
max will come on Thursday, when an 
impressive Marian Year Holy Hour 
will conclude this largest Catholic hos- 
pital meeting in the world. 





Three Convention goers pause for a moment of relaxation in the 
C.H.A. booth. HOSPITAL PROGRESS’ sister journal Linacre Quarterly 
is in the limelight on the left. 
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First ANNA. Bienmal Since 
Reorgamzation Draws 9,500 


EETING in Chicago May 26-30 
for its first Biennial since the 
reorganization of national nursing or- 
ganizations in 1952, the American 
Nurses’ Association took steps to per- 
fect its organization, authorized a dem- 
onstration project in the economic se- 
curity program, went on record as op- 
posed to the Equal Rights Amendment 
and in favor of commissioning men 
nurses in the Armed Forces, and au- 
thorized the study and possible de- 
velopment of a foundation or trust to 
receive funds for research which would 
be tax-deductible by the donor. 


Nearly 9,500 persons registered at 
the convention, including some 1,700 
student nurses. Estimates had placed 
the top attendance to be expected at 
no more than 7,000, since this year 
A.N.A. was meeting for the first time 
without concurrent meetings of 
N.L.N.E. and N.O.P.H.N. However, 
1954 convention-goers might have con- 
cluded that A.N.A. itself was, for all 
practical purposes, more than a single 
organization. Meetings of the House 
of Delegates and general program 
meetings, business and program meet- 
ings of the several Sections, meetings 
of Section and inter-Section Confer- 
ence groups, the exhibits and the film 
program, and the various special lunch- 
eon and dinner group meetings added 
up to a very busy schedule for the 
delegates. 


There was more than a little evi- 
dence that additional time is needed 
before re-organized A.N.A. can be ex- 
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pected to function smoothly. On two 
occasions during meetings of the 
House of Delegates, President Eliza- 
beth Porter found it necessary to re- 
assure members that A.N.A. had no 
intention of usurping functions of the 
National League for Nursing. This 
occurred when the Committee on 
Nursing in Disaster commented on 
curriculum in schools of nursing, and 
again, when the subject of the de- 
velopment of a foundation to receive 
funds for research purposes was dis- 
cussed. A motion to increase the size 
of the House of Delegates by estab- 
lishing a 1-100 ratio of delegates to 
section membership rather than the 
existing 1-200 base was defeated. 
Delegates asked for study of the whole 
question of section organization after 
it was learned that there are 11 clin- 
ical specialty sections organized on a 
state level including office nurses, psy- 
chiatric and mental health nurses, op- 
erating room nurses and school nurses. 
The present plan recognizes only those 
sections organized on an occupational 
basis, such as educational, nursing serv- 
ice administration, general staff, etc. 
In the revision of by-laws, however, 
it was provided that delegate represen- 
tation to A.N.A. meetings would be 
based on membership in state sections 
organized on the basis of “occupational 
groups”. A.N.A.’s position has been 
that the needs of clinical specialists 
can be met through inter-sectional con- 
ference groups, but it is clear that 
some specialty groups want their own 


Margaret Foley, R.N., M.S. 





section. There is some feeling that 
failure to make better provision for 
the needs of these groups might re- 
sult in the development of additional 
national nursing organizations, defeat- 
ing the purposes of the structure study. 


Economic Security 


A resolution submitted to the House 
of Delegates by the Committee on 
Employment Conditions of Registered 
Nurses and approved by the delegates 
calls for more active leadership on the 
part of state nurses’ associations in the 
organization of local groups for the 
purpose of improving their employ- 
ment conditions, authorizes the de- 
velopment of a demonstration project 
to give assistance to state nurses’ asso- 
ciations in regard to the economic se- 
curity program and the training of per- 
sonnel to work on A.N.A. and state 
association economic security pro- 
grams. One of the few issues arous- 
ing controversy in the House of Dele- 
gates, the resolution passed easily, but 
not until some state delegations re- 
ceived assurance that they would be 
able to plan the type of economic se- 
curity program which would be best 
suited to local needs. 


In the discussion of this resolution, 
it was learned that only seven state 
associations have adopted an economic 
security program including signed con- 
tracts for its members. Over 30 states 
were reported to have an economic 
security program in some stage of de- 
velopment. 


No doubt there would have been 
considerable discussion of the economic 
security program at the evening ses- 
sion if the topic “A Bill of Rights for 
Nurses” had been presented by Dr. 
Mary Schauffler, Ph.D. as originally 
scheduled. In Dr. Schauffler’s absence, 
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her paper was read by Miss Olga 
Benderoff. The view was presented 
that collective bargaining is in line 
with the times and that the hesitancy 
of nurses to accept this technique may 
be based more in the attitude of nurses 
toward unions than in professional 
ethics. 

At the same program session, dele- 
gates viewed the premier showing of a 
10 minute film, “With One Voice’, 
produced for the A.N.A. for use in 
connection with the economic security 
program. 


Other Business 

Other action taken by the House of 
Delegates included: 

A vote to accept, by waiver, the Vir- 
gin Islands Nurses’ Association as 
an A.N.A. constituent member. 

Provision for streamlining of the 
standing committees of A.N.A. 

A provision that by-laws may be 
amended without previous no- 
tice by a 99 per cent vote of the 
House of Delegates, instead of 
unanimous vote, as previously re- 
quired. 

The A.N.A. Board of Director meet- 
ing prior to the Biennial approved 
three additional projects in the study 
of nursing functions: 

$9,000 to Miami University, Oxford, 
Ohio for a study of nurses in Industry 
in the Ohio Valley; 

$18,500 to the New Hampshire 
State Nurses’ Association for a study 
of the functions of professional nurses 
and the impact of changes upon mem- 
bers of the nursing profession in 18 
selected New Hampshire communities. 

$16,698 to Community Studies, Inc., 
Kansas City, Missouri for an inten- 
sive study of nursing in the metro- 
politan area, including a sample sur- 
vey of public attitude toward nurses 
and nursing. 


A.N.A. Officers 

The newly elected A.N.A. officers 
include: President, Agnes Ohlson, 
Connecticut; First Vice-President, Mrs. 
Lillian B. Patterson, Washington; Sec- 
ond Vice-President, Mabel E. Mont- 
gomery, Virginia; Third Vice-Prest- 
dent, Mathilda Scheuer, Pennsylvania; 
Secretary, Frances L. A. Powell, Illinois; 
Treasurer, Annabelle Petersen, District 
of Columbia; Directors, Herbert J. 
Butler, Massachusetts; Mrs. Elizabeth 
K. Porter, Ohio; Shirley C. Titus, Cali- 
fornia; and Pearl McIver, District of 
Columbia; Committee on Nomina- 
tions, Louise P. Alcott, Arizona; Irene 
Murchison, Colorado; Mrs. Cynthia N. 
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Warren, Kentucky and _ Florence 


Clarke, Missouri. 


Educational Administrators, Con- 
sultants and Teachers’ Section 


The opening business session of the 
E.A.C.T. Section drew a capacity crowd 
and, by the third day of the conven- 
tion, it was necessary to transfer all 
meetings of this section to the Arena. 
Approximately 1,500 members regis- 
tered for the E.A.C.T. Section, about 
one out of every 5.5 members na- 
tionally, according to Miss Faustina 
Blaisdell, Section President. The chief 
business considered by the section was 
the proposed statement of functions of 
educational administrators and teach- 
ers which had been prepared by the 
Committee on Functions, Standards 
and Qualifications. The section asked 
for continuation of the E.A.C.T. news- 
letter at least twice a year and pref- 
erably four times a year. 

Section officers elected included: 
Chairman, Marjorie Snyder, Colorado; 
First Vice-Chairman, Louise M. 
Schmitt, lowa; Second Vice-Chairman, 
Eleanor F. Swartz, Ohio; Secretary, Mrs. 
Del Laverne Watson, Nebraska; Execu- 
tive Committee, Mrs. Florence Finette, 
Illinois; Committee on Nominations, 
Mabel C. McCracken, Indiana; Minnie 
Pohe, California and Alice M. Robin- 
son, Massachusetts. 

General Staff Nurses Section officers 
elected included: Chairman, Mrs. 
Mina Kenworthy, California; First 





Growing Shortage of Certain 
Health Workers 


According to Lawrence J. 
Linck, executive director of the 
National Society for Crippled 
Children and Adults, the need 
for professionally trained indi- 
viduals to work for the physi- 
cally handicapped is constantly 
growing. In the various Na- 
tional Society services there is a 
need for 200 program directors, 
physical therapists, occupational 
therapists, speech therapists, 
special education teachers, medi- 
cal social workers and psychol- 
ogists. 

“Although the need for these 
professional people is ever in- 
creasing,” Mr. Linck _ said, 
“schools equipped to train them 
are operating at only three- 
fourths of their capacity in many 
cases.” 














Vice-Chairman, Mary A. Dorwart, Ne- 
braska; Second Vice-Chairman, John 
Raymond Pace, Colorado; Secretary, 
Margaret Hudak, Pennsylvania; Execu- 
tive Committee, Grace D. Christensen, 
Washington, and Mary Perrone, New 


York; Committee on Nominations, 
Elizabeth A. Hately, Washington, Anna 
Marie Hennig, Minnesota and Mrs. 
Myrlene Swinger, Illinois. 

The Institutional Nursing Service 
Administrators Section officers  in- 
cluded: Chairman, Evelyn M. Hamil, 
California; First Vice-Chairman, Eliza- 
beth S. Moran, Michigan; Second Vice- 
Chairman, Louise Baker, California; 
Secretary, Frances Purdy, Pennsylvania; 
Executive Committee, Martha M. Cun- 
ningham, Pennsylvania, and Betty M. 
Pederson, Nebraska; Committee on 
Nominations, Margaret Bunnell, New 
Jersey, Helen Johnson, Indiana and 
Marie Megary, Missouri. 


Nurses’ Educational Funds 


In the fall of 1952 the alumnae of 
Teachers College, Columbia Univer- 
sity initiated a drive for contributions 
to a “National Nursing Fellowship 
Fund” to be used to grant financial as- 
sistance to graduate nurses for full- 
time study at Columbia University. 
Literature distributed at the Biennial 
announces that the administration of 
this Fund under the new name of 
“The Nurses Scholarship and Fellow- 
ship Fund” and the granting of awards 
will be taken over, July 1, 1954, by the 
Nurses’ Educational Funds, formerly 
known as the Isabel Hampton Robb 
Memorial Fund, Inc. 

The Fund will be used to provide 
scholarships and fellowships to grad- 
uate nurses for full-time study of one 
academic year in approved programs 
leading to a baccalaureate or higher 
degree in any college or university in 
the United States or Territories. 
Awards are to be made on the basis 
of professional responsibility, person- 
ality, character, a plan for the future 
and financial need, as well as academic 
eligibility. The awards are competi- 
tive and applications are processed by 
an Executive Committee. The maxi- 
mum individual grant is $1,200 and 
the number and amount of awards will 
depend on the amount of money con- 
tributed to the Fund by nurses and 
their friends. Application blanks are 
available from: Nurses’ Educational 
Funds, 525 West 120th Street, New 
York 27, New York. Forms must be 
completed by March 31, 1955 for en- 
trance the following September. y¢ 
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Some of the activities in which 
the “pre-nursing students” en- 
gage in at St. Agnes Hospital, 
Baltimore, Md. Top to bottom: 
girls are present during morning 
report; one of the students helps 
serve trays; a student takes part 
in patient care; girls enjoy the 
lounge in the nurses’ home. 
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the Door to Recruitment 


ECRUITMENT for nursing is 

everyone’s job; at St. Agnes Hos- 
pital we want to do our share. We 
felt that in order to draw those inter- 
ested in the nursing profession, we 
would have to bring them into the 
actual situation and let them discover 
for themselves what lies ahead. The 
question was how to do this. Our 
answer really had a threefold benefit— 
to the hospital, to the girl, and to the 
nursing profession in general: we 
would train aides. In training these 
young people we would fill the exist- 
ing need for aides and at the same time 
give them a glimpse of the life of a 
student nurse. The program would 
have to be carefully planned and 
worked out so that it would be kept 
on a level which would satisfy educa- 
tional standards. 


An announcement sent to the guid- 
ance counsellors of the various high 
schools that we were beginning a “pre- 
nursing course” open to the juniors 
and seniors met with an overwhelm- 
ing response. At the time of regis- 
tration each prospective student was 
required to present a recommendation 
from her counsellor attesting to her 
suitability for the nuvsing profession. 

What did we do with these inter- 
ested and intelligent girls? Until such 
time as the Procedure Book from the 
American Hospital Association was 
available we drew up a very simple 
book geared to the needs of students 
in our hospital. Classes were held 
twice each week, a two-hour period one 
evening and a three-hour period on 
Saturday morning. The nursing arts 
laboratory was used for all classes un- 
til the students were ready for the 
halls. When this point was reached 
the evening class was kept as a teach- 


A “Pre-Nursing Course’ Opens 


Sister Helen, D.C. 
St. Agnes Hospital 
Baltimore, Maryland 


ing, demonstration and return-demon- 
stration period, while Saturday ‘was 
gradually given over to supervised 
practice on the halls. 


“Prns” and Hospital Staff 
Take to Each Other 


The “Prns” (pre-nursing students ) 
as they soon came to be called, wore 
yellow jumpers and white blouses 
which made them stand out as bright 
rays of sunshine on the wards. The 
entire staff became most enthusiastic 
about them and they met a warm wel- 
come everywhere. This latter atti- 
tude impressed our future nurses 
deeply and many remarked in later 
interviews that their first fears faded 
away because of the kindness, gener- 
osity and interest displayed. On their 
part they gained the respect and ad- 
miration of the staff. 

Except for a general tour of the hos- 
pital we limited their experience to 
patients on the medical and surgical 
halls. The fact that they were as- 
signed to the same hall each time gave 
them a feeling not only of belonging 
but also of security. However, when 
given an opportunity for experience 
on other halls, they found themselves 
at ease in these various situations. 
There was supervision at all times 
either by the two instructors giving 
the course or by the head nurses on 
the halls who always found time to be 
helpful to them. 

The hospital facilities are being used 
by a three-year school and a college. 
This gave ample opportunity for our 
future nurses to become acquainted 
with both the diploma and the degree 
programs. In order that they have a 
clear idea of each program one class 
period was devoted to the diploma 
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school in which its director explained 
such details as purpose of the pro- 
gram, entrance requirements, expenses, 
scholarships, etc. Another period was 
given over to the degree course. The 
director of the division of nursing of 
the college showed slides of the cam- 
pus and campus activities, explained 
the objectives of the four-year pro- 
gram, the clinical experiences and op- 
portunities afforded the students, and 
the positions available to them on 
graduation. 


“Day With Student Nurse” 
Is Highlight 


Toward the end of the 15-week 
course, we arranged for a “day with a 
student nurse.” The pre-nursing stu- 
dent was given the date, day, hours 
of duty and the name of her student 
nurse. The student nurse in turn was 
given the name of her “charge” for the 
day. Both girls met at the chapel as 
the student nurse prepared for her 
daily round of duty. 

From this time on the pre-nursing 
student belonged to the student nurse, 
or vice-versa if you will. The little 
“Prn” was to make the day as profit- 
able to herself as possible accompany- 
ing her student nurse as she went 
about her tasks. 

In the nurses’ home she took part 
in a brief noon-day recreation. This 
delighted each pre-nurse as it gave 
her a picture of life “off duty”. The 
student nurse, the nurses’ home, the 
hospital—all were hers for one whole 
day. What were some of the benefits 
of this undertaking? 

To the student: An evaluation form 
was completed by each student and dis- 
cussed in a personal interview with 
one of the instructors. The “Prns” 
were most frank in expressing their 
opinions. They were unanimous in 
declaring that the course had not only 
helped them in deciding their future 
but also had given them a sense of 
security and a feeling of satisfaction 
in knowing that they had accomplished 
something worthwhile. 

These girls really had a preview of 
nursing which afforded them an op- 
portunity to see that nursing was not 
all glamour but that nevertheless there 
was much joy and satisfaction in giv- 
ing self to others. This they saw ex- 
pressed on the countenances of the 
graduates and students with whom 
they had contact. 

To the hospital: A competent aide 
staff because most of the “Prns” who 
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felt that nursing was their choice ap- 
plied for positions after school hours 
and on weekends. 


To the patient: The stimulation of 
generous devoted service fired with 
the enthusiasm of youth. 


To the nursing profession: Here 
the benefits are innumerable. Among 
them the most striking seems to be 
that of recruiting intelligent, interested 
young ladies who have what it takes 
to produce efficient professional nurses. 
Another benefit is that of more stable 
population in the school of nursing. 
It has been noted that there is a lower 
attrition rate among those students 
who have had previous training as 
nurses’ aides. The program has also 
afforded an opportunity of securing 
financial aid to those girls who, al- 
though scholastically suitable may not 
be financially able to enter the school 
of their choice. 


The Net Result 


There were 30 girls who registered 
for the above course. Five of this 
number were obliged to drop out be- 
cause of various legitimate reasons 
such as death in family, home responsi- 
bilities, etc. Upon completion of the 


course and subsequent follow-up the 
following data has been compiled: 


Entering four year course 1 
Entering three year school because 
financial reasons prevent college en- 
trance* 8 
Definite upon three year school 6 
Entering Practical Nurse School 3 
Not entering nursing but related 


fields 2 
Not entering nursing 2 
Undecided 2) 
Total 25 


*Majority of this number are juniors 
who have been advised to work toward 
scholarship. 


The enthusiasm which ran high dur- 
ing these months was sufficient in it- 
self to recruit for future classes. With- 
out further publicity the number of 
schools represented was double that 
of the first. 

Time will be necessary to weigh this 
project in terms of recruitment for 
nursing, attrition rates, and other out- 
comes. Data on each student, includ- 
ing evaluation, will be filed for future 
reference and analysis and students will 
be followed up after graduation from 
high school in order to complete the 
study. However, if present interest 
is a true harbinger we expect gratify- 
ing results in the future. ¥¥ 





Chicago, earlier this year. 


conducted the institute. 








INSTITUTE ON TEAM NURSING 


Staff nurses, head nurses, supervisors, directors of nurses, and 
hospital administrators from four of the hospitals conducted by the 
Ancilla Domini Sisters from Donaldson, Ind., took part in a three-day 
institute on team nursing which was held at St. Anne’s Hospital, 
Hospitals participating were: 
seph’s, Fort Wayne, Ind.; St. Mary Mercy Hospital, Gary, Ind.; St. 
Elizabeth’s Hospital, Chicago; St. Anne’s Hospital, Chicago. 
Mary Kolbeson, educational director of St. Anne’s School of Nursing 
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D. Turn-over Records 


It is important for the director of 
nursing service to know the percentage 
of turnover as well as the actual num- 
ber of persons leaving each month. 
Their reasons for leaving are also of 
the greatest importance in analyzing 
the turnover. To simplify this pro- 
cedure a record form was devised for 
professional nursing personnel and a 
second form, containing the same in- 
formation, is utilized for non-profes- 
sional personnel. This record is brought 
up-to-date continuously as changes in 
personnel take place, and it furnishes 
the source material from which the 
number of persons and their reasons 
for separation can be tabulated. A per- 
manent form for the tabulating of 
monthly turnover data has not yet been 
adopted, although a trial form is cur- 
rently being used experimentally. This 
form is not completely satisfactory and 
needs simplification, therefore will not 
be illustrated at present. 


E. Health Records 


An active health program is essential 
for any smoothly functioning organiza- 
tion, including an initial and annual 
physical examination, yearly chest 
x-rays, and any other necessary tests, 
plus provision for emergency care 
when illness or accidents occur on 
duty. When our program was in- 
stituted, we were faced with the prob- 
lem of more than 300 physical exam- 
inations to be completed within a com- 
paratively short period of time. To 
meet this situation, a number of staff 
physicians were asked whether they 
would be willing to contribute one 
hour of their time to examining em- 
ployees, if schedules were planned in 
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advance and appointments strictly ad- 
hered to. The response was almost 
unanimous, with several doctors giving 
many more than the requested one 
hour of their time, until all examina- 
tions were completed. The prompt co- 
operation of our medical staff in our 
many projects is greatly appreciated. 

After all of the “old” employees had 
been examined, one of the younger 
physicians was appointed on a part- 
time basis to examine all new em- 
ployees. For the annual re-examina- 
tion of the large group it may again 
be necessary to get extra help. Em- 
ployees’ records are checked and ap- 
pointments for physical examination 
are made through the nursing service 
office. 

Figure 1 illustrates a referral form 
which is filled out in the nursing serv- 
ice office when an employee is sched- 
uled for physical examination. Fol- 
lowing the examination, the pertinent 
information is recorded by the phy- 
sician and the form is returned to the 
nursing service office. (As explained 
before, in this case the nursing service 
office is also the personnel office, and 
records are kept for all hospital em- 
ployees.) If an employee becomes ill 
or is injured while on duty, he is sent 
to the emergency room with the same 
form signed by the supervisor of the 
clinical division. In the emergency 
room he is seen by the intern on emer- 
gency call and, if necessary, is referred 
to his family physician or to one of the 
staff doctors of his choice. The form 
is filled out by the attending physician 
and returned to the nursing service of- 
fice. If hospitalization is required, ar- 
rangements are made as promptly as 
possible. Since employees are entitled 
to 12 days of sick leave during each 
year, this form or a similar note from 
the family doctor is required before 
paid sick leave is granted. This has 
eliminated the plan of some employees 
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to take one illness day off each month 
to be sure that all were utilized! 


Figure 2 illustrates the initial record 
of physical examination and Figure 3 
that of the annual physical examina- 
tion. These forms have been adopted 
practically verbatim from industrial 
records. They may need further revi- 
sion at a later date, since some minor 
details are not provided for. The 
completed records are retained in the 
person’s permanent folder, from which 
they are available to the physician on 
request. Special reports, such as 
E.K.G.'s or B.M.R.’s are clipped to the 
record and not recopied. Physical find- 
ings are carefully evaluated to deter- 
mine the person’s degree of fitness for 
work, and his work load or type of 
work performed may need to be ad- 
justed accordingly. 


F. Evaluation Records 


Since it is stated definitely in the 
personnel policy booklet that promo- 
tion and routine salary raises are deter- 
mined not only by the time element 
involved, but also by the type of work 
performed, it is necessary to have some 
form of written evaluation upon which 
to base a decision. Routine salary 
raises are given every six months over 
a period of two years. Evaluation rec- 
ords for those whose raises are due, 
therefore, are sent to the clinical super- 
visors several weeks beforehand, so that 
the evaluation can be studied before a 
salary raise or promotion is recom- 
mended. Figures 5 and 4 illustrate 
evaluation records forms which were 
devised by a committee of graduate 
nurses, who listed the areas in which 
they considered evaluation important. 
Realizing that an arbitrary mark on a 
scale may mean very little, the super- 
visors are encouraged to supplement 
their ratings with specific comments. 
Most of the clinical supervisors have 
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found these records to be a good tool 
for personal conferences with the indi- 
viduals involved and both sign the 
form when the conference is over. The 
report is then returned to the nursing 
service office. Provision for two rat- 
ings on one form gives both employer 
and employee a better opportunity for 
comparison with the previous rating. 


Vacations and Leaves of Absence 


Because we have experienced the 
usual difficulty with assigning vacation 
periods and approving leaves of ab- 
sence, we finally arrived at the follow- 
ing scheme: Vacations may be taken 
at any time during the current year 
(they are not cumulative) and need 
not be taken during the summer 
months unless so desired. This has 
tended to “scatter” them in such a 
fashion that it is not necessary to em- 
ploy as much substitute personnel as 
when everyone is off during a concen- 
trated period of time. When a vaca- 
tion or leave of absence is requested, 
the form illustrated in Figure 6 is 
filled out and approved by the clinical 
supervisor under whom the employee 
works. The supervisor indicates 
whether she will or will not need re- 
placement and sends the form to the 
nursing service office. Here a file is 
kept for the request slips and a master 
list of vacations is compiled. Several 
forms have been tried for a master list, 
but none have been completely satis- 
factory, so will not be illustrated here. 
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H. Disciplinary and 
Grievance Records 


It has been found that verbal repri- 
mands are not always effective. This 
is true of auxiliary personnel rather 
than professional, although it may con- 
cern both groups. The form illus- 
trated in Figure 7 was designed io 
put a few more “teeth” into a situa- 
tion requiring a reprimand. If there 
is no written record, it is so easy to 
say, “But no one ever told me that my 
work was not satisfactory!” The “rep- 
rimand” is signed by the director of 
nursing service and the reason for 
which it is issued is explained in some 
detail under “remarks”. A copy is 
filed in the employee's permanent 
folder. Frequently one such notice is 
a potent remedy, but if it has no effect 
on the person’s behavior, a second or 
third notice may follow, depending on 
the nature of the violation. A second 
“major” or a third “minor” violation 
is followed by the Notice of Dismis- 
sal illustrated in Figure 8. When this 
procedure has been followed, we have 
never had any question of why a cer- 
tain employee was dismissed—he had 
been given ample warning and was 
well aware of his defections. 


On the other hand we realize that 
our staff nurses may also have legiti- 
mate “gripes” which they would like 
to air, so we have made provision for 
them to do so by setting up a griev- 
ance committee which is composed of 





Figure 7 

















three members of the administrative 
and supervisory group and three reg- 
istered nurses elected by the staff 
nurses’ organization. Strangely enough, 
since this committee was organized 
more than a year ago, it has never been 
called upon to function and our Griev- 
ance Report Forms (Fig. 9) still re- 
pose undisturbed in the file! Of 
course, we hope they will continue 
to gather dust and that there will 
never be a real need to use them. To 
date all difficulties have been ironed 
out through individual conferences. 


I. Notice of Resignation 


We found that personnel left to 
their own devices in regard to writing 
formal letters of resignation or giving 
adequate notice of pending resigna- 
tion, rarely came through on time or 
with pertinent information. To simp- 
lify matters both for them and for 
ourselves, the form pictured in Fig- 
ure 10 was designed. It has proved to 
be very useful, in that a definite date 
of departure is agreed upon in writ- 
ing and the reason for resignation is 
given—two facts which it is often 
difficult to pin down definitely. Rou- 
tinely, slips are to be turned in two 
weeks before the actual date of resig- 
nation, so the nursing service office 
staff will have the opportunity to find 
a satisfactory replacement. 


(Continued on page 88) 
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JOTICE OF RESIGNATION 
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I hereby give notice of ay resignation from the service of St. Mary's 
Hospital, to becone effective on and for the 
spectfic reason fully given hereunder: 
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Forms described in article ave illustrated above and on the opposite page. 
2: initial record of physical examination; Fig. 3: 
vacation or leave of absence form; Fig. 7: 
schedule of on duty hours; Fig. 12: daily personnel report; Fig. 13: 
total daily census; Fig. 15 and 16: 


10: notice of resignation; Fig. 11: 
nursing hours per patient; Fig. 14: 
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Fig. 1: 


notice of reprimand; Fig. 8: 


annual physical examination; Fig. 4 and 5: 
notice of dismissal; Fig. 9: grievance report form; Fig. 


referral form for physical examination; Fig. 


evaluation record forms; Fig. 6: 


permanent monthly form, 


accident report forms. 
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HE attack on the doctrine that 

charitable institutions are immune 
from liability for tortious acts contin- 
ues unabated. Today, every time one 
examines the reports of the courts of 
last resort decisions on this subject are 
encountered. During the last month 
several very important cases have been 
decided. Particularly important is the 
case of Noel v Menninger Foundation, 
267 P 2d 934. This involved an ac- 
tion against the Menninger hospital 
for injuries resulting to a mental pa- 
tient therein. The hospital asserted 
the defense of immunity. The court 
thereupon took occasion to re-examine 
the whole doctrine of immunity of 
charitable organizations as applied in 
the State of Kansas. The court quoted 
with approval recent decisions outlaw- 
ing immunity, particularly Pierce v 
Yakima Valley Memorial Hospital, 
260 P 2d 765, which was recently de- 
cided by the Supreme Court of the 
‘State of Washington, and Haynes v 
Presbyterian Hospital, 45 NW 2d, 151, 
wherein the Supreme Court of Iowa 
discarded its doctrine of immunity. 
After citing these cases the Supreme 
Court of Kansas went far beyond the 
language of the said decisions and 
held that 


To exempt charitable and non-profit cor- 
porations from liability for their torts is 
contrary to our constitutional guarantees. 
It gives to certain favored ones, selected 
arbitrarily, immunity from that equal lia- 
bility for civil wrongs which is a sign of 
equality between citizens. It undertakes to 
clothe charitable and non-profit organiza- 
tions with special privileges denied to other 
corporations and society. It frees one set 
of corporations from obligations to which 
their competitors, and individuals, are sub- 
jected. In short, it destroys equality and 
creates special privilege. 


Few courts have gone to this extent 
in the process of overruling the doc- 
trine of charitable immunity. It is 
to be observed that the court in its 
reasoning attaches no special commu- 
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Charitable Immumty Doctrine Has 


More Setbacks in Court Decisions 


But Kentucky Court of Appeals Reaffirms Doctrine 


nity significance to the function of the 
charitable organizations. It places all 
corporations in the same category and 
refers to them as “competitors” as if 
charitable hospitals are competing with 
the proprietary hospitals in order to se- 
cure patients. The court refers to the 
immunity doctrine as an arbitrary ex- 
tension of a favor. This reasoning ob- 
viously overlooks the whole history of 
the immunity concept, the reasoning 
underlying it and the function of the 
charitable institution, particularly the 
hospital. It was because of the com- 
munity interest in the institution, be- 
cause of the furtherance of public pol- 
icy that immunity was extended to 
charitable institutions. This can hardly 
be called an arbitrary extension of a 
preference. Actually, it is the recog- 
nition of a social fact. 

It is interesting to compare this de- 
cision with the recently decided case 
of Forest v Red Cross Hospital, which 
decision was rendered in February 
1954 by the Court of Appeals of Ken- 
tucky. There, the court stated 

There is still a school of thought in 
America which does not believe that pri- 
vate charity is a thing of the past and that 
all burdens of suffering humanity should 


be placed in the lap of the government, 
state or Federal. 


Unfortunately the Supreme Court of 
Kansas did not follow this line of rea- 
soning and concluded that 

charitable institutions are liable for the 
torts of their servants from which injury 
proximately results to a third person, 
whether stranger or patient, and whether 
the patient is a paying or non-paying pa- 
tient. Anything in our previous decisions 
holding to the contrary is hereby overruled. 


Insurance Rates to Go Up 


This obviously creates a serious sit- 
uation for the hospitals in Kansas. 
Hospital liability insurance is difficult 
to secure. If secured, rates are high, 
generally speaking. It has been called 





to our attention that as a result of the 
Kansas decision insurance authorities 
have notified hospitals carrying lia- 
bility insurance that their rates will be 
increased. Information at our dis- 
posal indicates that they will be in- 
creased approximately 300 per cent. 
The cost of operating hospitals in Kan- 
sas will obviously be increased. As the 
Kentucky court said, 

Larger subscriptions and donations must 
be obtained to meet heavy premiums on 
liability insurance and the present enor- 
mous operating expenses of such institu- 
tions will undoubtedly mount to dizzy 
heights. 


In a decision recorded about the 
same time as the Kansas case, the 
United States District Court in the case 
of Byrd v Blue Ridge Rural Electrical 
Cooperative had occasion to review the 
immunity doctrine in South Carolina. 
The immunity doctrine was specifically 
challenged. However, the District 
Court refused to deviate from the rule 
of immunity to charitable institutions 
for the torts of agents and servants. 
In rendering this decision the court 
quoted with approval a South Carolina 
case holding that 

It is better for the individual to suffer 
injury without compensation than for the 
public to be deprived of the benefit of the 
charity. The law has always favored and 
fostered public charities because they are 
most valuable adjuncts of the state in the 
promotion of many of the purposes for 
which the state exists. 


In the case of Tungeff v Sitka, 118 
F Supp. 399, the District Court of 
Alaska declined the defendant’s claim 
of immunity from tort liability and 
cited in support thereto the recently 
decided case of Pierce v Yakima Valley 
Memorial Hospital. There is reason to 
believe that this case is going to 
strongly influence the trend away from 
immunity. 

Another case of considerable inter- 

(Concluded on page 100) 
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OR the past two years a great 

deal has been written about the 
rights and privileges of the medical 
staff and its duty to zealously protect 
the patient against substandard medi- 
cal care. In other words, considera- 
tion for the patient has been the dom- 
inant theme. This is as it should be. 
But in emphasizing this aspect of med- 
ical care, administrators should never 
neglect an opportunity to remind the 
physicians that the permission given 
them to bring their patients to the 
hospital is not based upon any in- 
herent right they have mysteriously ac- 
quired, but it is a privilege, voluntarily 
bestowed, and that, like all privileges, 
it may be withdrawn if they fail to 
merit it. 

In most communities, associate and 
active staff membership is treasured, 
for such recognition implies that the 
physician has been carefully chosen as 
one highly skilled in his field of medi- 
cine. Formerly, this prestige carried 
little weight with the public, for the 
average person had absolutely no con- 
cept of the true meaning of the terms. 
This is no longer true and the prin- 
ciples of staff grading are now becom- 
ing general knowledge. But despite 
this lack of interest on the part of his 
clientele, the physician desires such 
recognition because it definitely car- 
ries with it that intangible something 
called “status” among his fellow physi- 
cians. It gives him a voice in the 
actual control of the staff; he becomes 
a member of the inner circle. In this 
respect physicians are no different 
from the rest of mortals. Psychologists 
tell us that every human possesses, to 
some degree at least, an innate desire 
to be different, to be distinctive. And 
in Our attempts to join a select group, 
to achieve some position beyond the 
reach of the average man, we are will- 
ing to make some sacrifice, to endure 
some inconveniences and to undertake 
additional burdens. Why shouldn’t 
the members of our hospital staffs be 
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expected to manifest the same atti- 
tude? 


Active Staff Membership 
Is Not “Free” 


We seldom hear complaints or 
grumblings about the extra effort re- 
quired to attend our service patients, 
yet doctors will refuse to attend staff 
meetings, to remain on call to cover 
the emergency room, to staff the free 
clinics, or to perform employee physi- 
cals. With the exception of employee 
physicals, the staff has no cause to 
complain. It is its responsibility to pro- 
vide adequate coverage for the emer- 
gency room even if that evolves giv- 
ing up a complete day a month. They 


Actwe Staff Membership Is a 
Privilege --and It Entails Sacrifice 


Physicians should accept additional burdens as a matter of course 


should consider such duty a privilege 
despite the fact that they may see only 
routine traumatic cases or uninterest- 


ing coughs and sneezes. Nor should 
any eligible member be excused be- 
cause of possible financial loss; this is 
the assessment they must pay for the 
honor of belonging to that exclusive 
lodge, the active staff. 

We hear a great deal about how 
much physicians contribute to the hos- 
pitals in time and money. The vast 
majority do give generously of both, 
but why shouldn’t they? What other 
profession has its workshop provided, 
available for service on a minute’s no- 
tice, without having the many prob- 
lems that harass management in all 

(Concluded on page 95) 





1954 class, Graduate Department in Hospital Administration, St. Louis University. 


(Back row, left to right): 


H. W. Steadham, Jefferson-Hillman Hospital, Birming- 


ham, Ala.; R. S. Simon, Loretto Hospital, Chicago, Ill.; F. J. Stonage, Veterans 
Administration Hospital, Houston, Tex.; P. R. Wozniak, Jewish Hospital, St. Louis, 
Mo.; J. B. Mackey, Methodist Hospital, Memphis, Tenn.; R. M. Hofmann, University 
of Louisville Medical Center, Louisville, Ky.; E. A. Behrman, St. Joseph’s Hospital, 
Flint, Mich.; J. L. Ryan, Spohn Hospital, Corpus Christi, Tex.; G. J. Malloy, Touro 


Infirmary, New Orleans, La. 


(Front row, left to right): 


Sister Marie, D.C., St. 


Paul’s Hospital, Dallas, Tex.; Sister DePaul, D.C., Providence Hospital, Detroit, 
Mich.; Sister Mary Pauline, C.H.M., Good Samaritan Hospital, Dayton, Ohio; Mrs. 
Margaret S. Adams, Bethany Hospital, Kansas City, Kans.; C. E. Berry, associate 
director, Department of Hospital Administration; Sister Clement Raymond, O.P., St. 
Vincent's Hospital, New York, N.Y.; Sister Thomas Francis, C.S.J., St. Francis Hos- 
pital, Hartford, Conn.; Sister Timothy Marie, O.S.F., St. Vincent’s Hospital, New 
York, N.Y.; Sister Theresa, C.C.V.I., Mercy Hospital, Oklahoma City, Okla.; Sister 
Mary Simonette, C.S.S.F., St. Francis Hospital, Pittsburgh, Pa.; and J. B. Warner, 
Jr., Jewish Hospital, St. Louis, Mo., who was absent when photo was taken. 











THE 
BUSINESS OFFICE 











OSPITALS hold a unique position 
in the economy of this country. 
Although every one would like to 
think of them operating without re- 
gard for anything but the maximum 
care for the maximum number of pa- 
tients, common sense dictates that 
charitable motives must be carefully 
tempered by the application of sound 
business methods. One of these com- 
monly accepted methods of adminis- 
tration is found in budgeting. 

Every organization has a budget of 
one kind or another. The difficulty 
lies in the fact that most budgets are 
kept entirely in the head of the ad- 
ministrator. They are not reduced to 
paper. I am sure that every hospital 
administrator in the country is con- 
tinuously engaged in estimating reve- 
nue, anticipating expenses, making 
comparisons and generally looking 
ahead into the future business opera- 
tions of his hospital. This is really 
budgeting in the informal sense of the 
word—but the method is excessively 
time-consuming. Consider how much 
better it would be to have all of this 
thinking and worrying put down on 
paper where it could be referred to 
when necessary, leaving one’s mind 
free to handle the other manifold du- 
ties of hospital administration. 


Of course a formal paper budget re- 
quires an initial investment of time— 
and this is what stops many hospitals 
from using budgets. Yet, it can be 
one of the wisest investments possible 
for the welfare of the hospital. 


Adapted from an address delivered at 
the Conference on Business Procedures in 
Catholic Hospitals, Wichita, Kansas, March 
31, 1954. 


A case study illustrating the suggested 
procedures was prepared in connection 
with this speech. Copies of the case study 
may be obtained by writing Horwath and 
Horwath, 41 East 42nd St., New York 17, 
N.Y. 
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Hospital Budgeting Procedures: 


a Wise Way to Invest Time 


William F. McGlinn, C.P.A. 
Horwath and Horwath 
St. Louis, Missouri 


What Is Budgeting? 


Budgeting, simply defined, is laying 
plans for the future and holding de- 
partment heads responsible for the 
carrying out of those plans. Its pur- 
pose is to find the most economical 
course for the direction of the hospital 
and to provide means of helping de- 
partment heads follow that course. 
Here it is in point-by-point form: 

1. The financial objective is estab- 
lished as to income and expenses. 

2. This financial objective is de- 
tailed on paper in as complete form 
as is necessary for quick understand- 
ing by all persons responsible for a 
budget. 

3. Actual results are matched 
against the estimates in the budget. 


It sounds simple—and it is simple. 
But we see many cases where depart- 
ment heads fear the budget because it 
is assumed to be complicated. Actu- 
ally, nothing put down on paper can be 
as complicated as trying to carry the 
same information around in one’s 
head. Other department heads don’t 
like budgets because the actual results 
always seem to be different—usually 
with good reason. But that is one of 
the principal advantages of a budget— 
its ability to provide a constant re- 
minder of the reasons why things do 
not turn out as you originally expected. 

In the business world of today, every 
department head must have a sincere 
awareness of the financial aspects of 
his position. Whether he likes it or 
not, chances are he plays an important 
part in the over-all financial success of 
an enterprise. He will find that budg- 
eting is one of the best ways to instill 
the need for careful consideration of 
each action before a decision is made, 
and such personal discipline will be of 
value whether he is associated with a 
firm approaching the size of General 


Motors, or with one of the smallest 
hospitals in the country. 


Three Steps in Budgeting 


Budgeting may be subdivided into 
the following broad steps: 

1. Preparation of the budget. 

2. Periodic adjustment of an 
adopted budget when unusual circum- 
stances arise. 

3. Measurement of actual results 
against the budget figures. 

The second step, the periodic ad- 
justment of a budget, is mentioned be- 
cause many organizations do change an 
adopted budget if some change in 
methods of operation renders a budget 
inapplicable. Others believe that a 
budget should never be changed be- 
cause one of its objectives is to high- 
light the variations that arise. 

Preparation of the budget is, of 
course, the major task. A customary 
method of handling this is to appoint 
a budget committee which is in charge 
of budget preparation and which may 
or may not do the actual work. This 
brings us to a consideration of an im- 
portant aspect of budgeting—namely, 
who should be involved in its prepara- 
tion. Long-time budget users have 
found that the greater the number of 
people brought into the budget task, 
the better are the results to be had. 

A budget is only as good as its ad- 
ministration—which is the comparison 
of actual results against estimates. 
Therefore, if an executive is going to 
be made accountable for results, it is 
almost essential that he be brought 
into the budget picture at the outset. 
This involves giving him certain in- 
formation on the financial results of 
his own department at least. Success- 
ful budgeting has been practiced where 
only the top management was given 
financial information, but, in such in- 
stances, the job is harder than it would 
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be if department heads were allowed 
to study the actual figures. I cannot 
recommend any particular formula for 
choosing executives to participate in 
a budget because that depends on the 
extent to which the hospital is willing 
to show financial information to the 
employees. However, I can report that 
taking department heads into confi- 
dence usually pays off in terms of a 
much more business-like use of the 
budget. Telling a department head 
that he has exceeded his budget, or 
that his department is not adding its 
proper share of the over-all net in- 
come, will do little good if he can- 
not also be shown the details involved. 

Timing is very important in budg- 
ets. Preparation should begin at least 
two or three months in advance of the 
effective date of the budget. This 
serves two useful purposes. First, an 
early start guarantees that a budget 
will be ready when it is needed. Sec- 
ond, a longer period of time for prep- 
aration usually will provide the more 
realistic estimates. 


Suggested Procedure in 
Hospital Budgeting 


Here, in general terms, are the steps 
necessary in budget preparation. A 
hospital budget could be handled as 
follows: 

1. A budget committee is ap- 
pointed. Let us assume that this will 
include only the hospital director and 
the accountant. 

2. A meeting of department heads 
is called for the purpose of explain- 
ing the objectives of the budget. The 
idea of this meeting is to prepare them 
in advance for information that must 
be obtained from them. 

3. The accountant sets up the sched- 
ules that are to be used in budgeting. 
When a system of budgeting is com- 
menced, it is usually advisable to seek 
goals that are achievable rather than 
to prepare more detail than can be 
conveniently administered later on. 

4. The initial estimates are made of 
the revenue of each department. Nor- 
mally, these estimates are based on 
past actual revenue, subject to modi- 
fications made available by the growth 
of the hospital, or any unusual changes 
that can be foreseen. 

5. Payroll estimates are made next. 
A common method of handling them 
is to have each department head list 
his required payroll by positions and 
number of people. The accountant 
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can then fill in the rates and finish the 
calculation of the dollar estimates. 

6. Expenses, other than payroll, are 
estimated. The accountant usually 
must be very careful when accepting 
department head estimates because few 
really known the extent of the ex- 
penses incurred. Generally, they un- 
derestimate. 

7. All of these estimates are 
brought together into a summary, 
which the accountant and administra- 
tor examine very critically. Although 
not a part of the mechanical aspects 
of budget preparation, this review is 
usually very valuable in that it pro- 
vides a preview of the problems that 
will be encountered in the future. 

The seven steps I have outlined en- 
compass the general plan for budget- 
ing. Putting this plan into action in- 
volves many other considerations, how- 
ever. For example, it is necessary to 
decide on the breakdown of the budget 
in terms of periods—weekly, monthly 
or annually. Normally, the budget pe- 
riods should coincide with the periods 
used for keeping regular accounts. If 
the hospital books are closed monthiy 
to prepare statements, then the budget 
should be prepared on that basis. 
Some hospitals prepare quarterly state- 
ments only—therefore, that would be 
the period for budgeting. This coin- 
ciding of the budget period with the 
accounting period is for the purpose 
of measuring the results of budgeting 
against actual results. Manifestly, if 
the books are closed only on a quar- 
terly basis, a monthly budget would be 
of questionable value. 


Realistic Approach Necessary 


Another consideration of budgeting 
is the degree of realism employed. 
Budgets are supposed to show what 
can be achieved rather than what a 
hospital would like to accomplish. 
Complete efficiency in the administra- 
tion of a hospital is difficult to attain 
because the profit-motive as such is 
absent. Therefore, a budget should 
recognize that limitation, and seek 
goals that are consistent with the num- 
ber one objective of public service. 

Assuming that my outline has been 
followed and the results are summar- 
ized into a final budget, I should point 
Out One important limitation on this 
budget. It is not expressed in terms 
of cash receipts and disbursements; 
rather, it is an accounting budget. 
Since administration of a hospital re- 


quires a careful consideration of the 
cash factor, let me explain this differ- 
ence. The accounting budget repre- 
sents the equivalent of an estimated in- 
come and expense statement such as is 
furnished by the accountant. The cash 
budget, on the other hand, may differ 
from this by reason of the fact that the 
hospital does not collect in cash all of 
the income that is earned in a month, 
nor does it pay out in cash all of 
a month’s expenses. In the long run, 
of course, the cash budget will be 
about the same as an accounting 
budget. But, in order to enable max- 
imum use of budgeting, most account- 
ing budgets are converted into budg- 
ets of receipts and disbursements— 
simply by estimating how much in- 
come will be collected each month and 
how much of the expense will be paid 
out in cash in the same month. 


Basis of Estimates 


The value of a budget is related di- 
rectly to the care and accuracy exer- 
cised in making the estimates on which 
it is based. A hospital exists for serv- 
ice to the community, but it cannot 
ignore the desirability of closing a 
year with an excess of revenue over 
expenses. Indeed, the public has a 
right to assume that its hospitals will 
hold to a sound financial course so 
that their services can always be as- 
sured. 

The usual sequence is to prepare 
revenue estimates first and then go 
to work on the expense estimates. 
There is no necessary relationship be- 
tween the revenues and expenses of a 
hospital—but the objective is to in- 
cur expenses as much as possible on 
the basis of earned revenue. 

The basis of most estimates will in- 
clude the data of previous years’ ex- 
perience. A first assumption in budg- 
eting is that the future years will fol- 
low a pattern similar to the past. 
However, this can be a faulty assump- 
tion if a prior year was unusual. For 
example, a major catastrophe in an in- 
dustrial plant, a train wreck, a wide- 
spread fire, could have been the reason 
for high revenue and expense for a 
significant portion of an earlier year. 
Proper adjustment must be made, 
therefore, in evaluating this data. 

Starting with revenue from room 
and board, the usual practice is to es- 
timate the number of patient-days the 
hospital will have in each month and 

(Continued on page 95) 
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THE CLINICAL 
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RE you having difficulty finding 
enough technologists? Does your 
laboratory attract the better type tech- 
nologist? Are you bothered with the 
old headache of coverage for nights 
and week-ends? Is the quality of your 
laboratory's night work as good as 
that during the day time? Do your 
technologists pester you for raises? 
Is your salary opportunity attractive 
to persons interested in a prospective 
career in medical technology? 

We have instituted a system that 
pretty well solves these problems. 
Our technologists make more than 
$300.00 per month and some make 
twice this. The base pay for a regis- 
tered technologist is $275.00 per 
month for a 40-hour week. On a vol- 
untary basis additional hours in the 
evening, night and week-ends can be 
worked at $1.50 per hour. No one is 
required to work; however, most of 
the technologists do volunteer for 
some hours. This system has produced 
the following results: 

1. Numerous technologists apply 
for positions in our laboratory. 

2. We have a sufficient number of 
technologists. 

3. We can choose our applicants, 
therefore we have a higher level of 
professional person now. 

4. We have full 24-hour, holiday, 
week-end coverage. 

5. We have competent workers at 
night; not only experienced but 
trained in our methods and up-to-date 
with changes in our methods and our 
laboratory organization. 

6. Workers can increase their pay 
almost ad lib. There is no poor mo- 
rale because of lack of salary raises. 

7. This wage scale is more in line 
for professional people who are ex- 
pected to spend three-five years in uni- 
versity level training. It helps, too, 
with our recruitment program for stu- 
dents. 
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How One Hospital Overcame 
the Shortage of ‘Technologists 


Louis S. Smith, M.D. 
Clinical Pathologist 
St. Paul’s Hospital 
Dallas, Texas 


8. We have relatively fewer work- 
ers—easier to administrate personnel- 
wise and our payroll stays more in line. 

9. This system can support itself. 
More intelligent loyal professional peo- 
ple mean better tests which leads to 
the staff ordering more tests. In ad- 
dition, a greater variety of procedures 
become available to our staff physi- 
cians; this can also make the hospital 
more attractive. If necessary, prices 
can be raised because accurate tests 
are worth more. In general, however, 
costs are better met by increasing vol- 
ume rather than prices; then, no pa- 


Grants of $45,000 for 


—— program to increase 
the number of medical labora- 
tory workers in clinical laboratories, 
in hospitals and other medical institu- 
tions was launched late in March by 
a grant from the American Cancer 
Society of $30,000 for the production 
of two movies to interest young 
Americans in careers as medical tech- 
nologists. 

A simultaneous grant of $15,000 
from the U.S. Public Health Service's 
National Cancer Institute will make 
it possible to purchase prints of the 
films for use by schools, educational 
guidance groups, rural audiences such 
as the 4-H Clubs, the Y.M.C.A. and 
Y.W.C.A., and others. 

Both sums of money went to the 
National Committee for Careers in 
Medical Technology, a newly formed 
organization sponsored by the Ameri- 


tient is denied necessary laboratory 
work, 


We believe this system is more real- 
istic and more just. It stimulates a 
greater loyalty toward our institution 
which reflects itself in more careful 
analyses, higher accuracy, less break- 
age, etc. In short, this method has 
seemed to help to bring out a positive 
constructive attitude toward our hos- 
pital from a higher type of professional 
worker. We are not just buying an- 
other pair of hands, but rather win- 
ning hearts! + 


Recruitment Films 


can Society of Medical Technologists, 
the American Society of Clinical Pa- 
thologists, and the College of Ameri- 
can Pathologists. 

One of the films will be a 20-minute 
color movie for classrooms and group 
meetings. The other will be a 13- 
minute black and white film for tele- 
vision use. Both will dramatize the 
training and work of the medical tech- 
nologist, on whom modern clinical 
pathologists rely for assistance in per- 
forming vital tests on body fluids and 
tissues which frequently mean the dif- 
ference between life and death. 

Dr. William O. Russell, chairman of 
the National Committee for Careers in 
Medical Technology, said recently that 
there are shortages among pathologists 
as well as medical technologists. 

But, he pointed out, where it takes 

(Concluded on page 99) 
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Joe 


Ro takes the HAND out of Bedpan HANDIing 


For further information 
Write to Dept. HF-6 


Foot pedal opens 
door to receive 
bedpon 


Cycle is started 
by pressing button 
with forearm 





Cycloflush automat- 
cally cleans and 
contaminates 





| an uninterrupted electro- 
ic cycle for bedpan handling, 
minating faulty technique, short 


utting and contamination of hand 





controls by attending personnel. 
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THE X-RAY 


DEPARTMENT 





RIGINALLY this paper pro- 
posed to distinguish clearly be- 
tween the legal responsibilities of the 
hospital, the doctor and the technician 
in relation to the work carried on in 
an x-ray department. But it was 
found that because of the close inter- 
weaving of the functions, duties and 
responsibilities of ail three such a dis- 
tinction was almost an impossibility. 
This close interweaving was found to 
be due to several factors: 


A. Radiology is a young specialty. 
B. Its early development was by 
physicists, scientists and technicians. 


C. The early radiologist quickly 
found out that there were dangers to 
himself and to the patient and that 
dentists were included in this unfortu- 
nate series of events which occurred 
with the early practitioners. 


D. The high cost of equipment and 
associated conveniences to the patient 
results in an intimate tie-up between 
the hospitals and the radiologists. 


E. With the progress of the spe- 
cialty, it has become definitely estab- 
lished as the practice of medicine, and 
this, of course, has helped a great deal 
to clarify the medical-legal problems. 


The Responsibilities of the Hospital 

A. Hospitals are responsible in 
cases of negligence and especially are 
they responsible for the safety of the 
employees. 


B. The hospital is responsible in 
the training of employees or in hiring 
those who are properly trained. 


C. The hospital is responsible, 
therefore, not only for personnel, but 
also for the calibre of equipment and 
is responsible for seeing to it that 
service men regularly inspect the 
equipment and that records of such in- 
spection are kept up-to-date. 


D. The hospital is responsible for 
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LEGAL Aspects 


Raiph C. Frank, M.D. 
Radiologist 

Sacred Heart Hospital 
Eau Claire, Wisconsin 


managerial or administrative errors in 
the department but not for profes- 
sional medical negligence. This state- 
ment is true, however, only where the 
services of a radiologist are employed. 
If there is no radiologist, the hospital 
is entirely responsible. Of course, 
the hospital is responsible for acquir- 
ing competent, well trained men whose 
professional standing is not open to 
question. If there is any question 
about the training of the radiologist, 
the hospital may be held entirely re- 
sponsible in cases of professional neg- 
ligence, but can protect itself if due 
care has been used in selecting the 
professional staff. 


E. The hospital is responsible for 
the films. Such films are the hospital’s 
property (or the property of the radi- 
ologist if taken in his private office). 
The patient and the physician are en- 
titled to the radiologist’s opinion (the 
information for the patient, however, 
is only given through the referring 
physician). It should be noted that 
films and reports are freely available 
to subsequent physicians caring for the 
patient even over the objection of the 
first physician the patient may have 
had. No fixed law has been estab- 
lished for the length of time films 
should be kept, but it is suggested that 
films of minors be kept at least two 
years after their coming of age. Liti- 
gation cases can be carried on for ten 
years and this should probably be the 
usual time films are kept. The legal 
status of micro films has not been com- 
pletely established, but they probably 
will be held to be legal as part of the 
hospital records. The hospital's re- 
sponsibility to the patient varies quite 
a bit. In former days the charity hos- 
pital was not held responsible, but this 
view is changing and their status of 
liability is now more strictly outlined. 


F. The Law of Agency is important 
in the hospital relationship. In gen- 






of X-ray Work 


eral, the technicians are servants or 
employees of the hospital and, there- 
fore, the hospital is responsible for 
their actions. If employed by the doc- 
tor, he is responsible for their actions. 
It should be pointed out here that the 
technician’s duties vary. Those of a 
purely technical standpoint would re- 
flect the responsibility of the hospital 
while those involving medical conduct 
such as omission of a filter, would re- 
flect responsibility on the part of the 
physician. 

G. In the Statute of Limitations 
as regards suits, the time limitation for 
negligence is two years in Illinois. It 
may be six in Wisconsin, but written 
notice has to be given within two 
years to prolong the time to the six 
year limit. Fortunately, the debt limi- 
tation is longer so that hospitals and 
doctors should not sue for unpaid bills 
until after the time limitation for 
negligence has expired. 


The Responsibilities 
Of the Technician 


The responsibility of the technician 
is not too great since the technician 
acts primarily as an agent of a hospi- 
tal or a physician. In giving intraven- 
ous medications or contrast medium, 
even though administered by the tech- 
nician, the doctor is definitely respon- 
sible. The main responsibility of the 
technician, in the legal sense, is iden- 
tification of x-ray films; here, the 
technician qualifies even better than 
the doctors since the technician has 
taken the films. The law, however, is 
strict about the technicians not inter- 
preting such films, although indivi- 
duals other than M.D.’s can qualify as 
x-ray experts (dentists, osteopaths, 
chiropractors, etc., may qualify, de- 
pendent upon the law in various 
states). 

(Concluded on page 100) 


HOSPITAL PROGRESS 


























JUNE, 1954 


It’s three o’clock in the morning... 


ys this factory-trained General Electric x-ray 
serviceman has worked the whole night 
through. When another day’s operations begin, 
the radiologist will not have to cancel a single 
appointment, thanks to G-E Emergency Service. 

Another vital part of this service is the stock- 
ing of repair parts at General Electric’s 68 local 
offices. In addition, the factory has 12,000 pre- 


packaged parts ready to be rushed wherever they 
may be needed. 

Available through General Electric’s X-Ray 
Department, Milwaukee 1, Wis., or local district 
offices, Emergency Service is just one example 
of how you get much more than equipment when 
you buy G-E x-ray apparatus. It’s another reason 
why — 


You can put your confidence in — 


GENERAL @@ ELECTRIC 





(1) INSTALLATION PLANNING SERVICE . . Expert layout of your complete x-ray 


of the many 
extra services you (3) EMERGENCY SERVICE . . 
get from ; (4) ENGINEERING SERVICE . 
General Electric 
X-Ray (5) MAXISERVICE® .... 


(6) SUPPLY SERVICE ...... 


(2) TECHNICAL SERVICE... 


facilities down to the last detail. 
Operative technical experience available 
on latest technics and procedures. 
Day or night — fast, factory-trained serv- 
ice and quality repair parts at your call. 


Field service personnel are kept up-to- 
the-minute on latest equipment advances. 
You can rent G-E x-ray ps wa No in- 
itial capital outlay, no obsolescence risk. 


Extensive local stocks of x-ray accessories 
and supplies at 68 field offices. 





No matching problems, because barrel and pis- 
ton are always side-by-side. Remove locking bar 
of tray; place syringe barrel in slot with lip of the 
barrel in grooved channel; reverse piston and 
place in adjacent small cutout. 


Mobile, rolls easily out of the way to storage area 
when not in use, leaving the sink area free. No ex- 
pensive installation. Just plug James into electrical 
outlet. With ‘‘snap-tite’’ connector, attach fill hose 
and James is ready to wash. 


Announcing The New James Technique For 
Washing Hypodermic Syringes Automatically 


Easy-Load rack, with convenient ‘“‘snap- 
lock’”’ trays that fit securely in master 
rack. Standard rack capacity: 16, size 
20cc.; 22, size 10cc.; 24, size 5cc.; 85, 
size 2cc. Total: 147. Maximum ca- 
pacity: 238, 2cc. syringes. Ratio may 
be varied according to work load. 
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Central Supply supervisors in many hospitals report 
that James outwashes any other procedure, saves up 


to 75% personnel hours. 


No pre-soaking necessary: All you 
do is load syringes into the trays 
as they come to Central Supply. 


Completely automatic: When ready 
to wash, operator simply turns one 
control knob and walks away. 
James fills, washes, rinses twice, 
drains itself—all automatically and 
without attention. 


Cleans even dried blood and crysti- 
cillin. James washing action water 
scrubs each surface of every syringe 
sparkling clean with powerful 
‘Walls of Water.”’ 


Eliminates distilled water rinse: No 
sticky syringes, because James au- 


tomatically injects water softener 
into the final rinse. This removes 
detergent alkalies and residue. 


Washes all types of syringes: addi- 
tional trays also available for con- 
striction tubes—total capacity: 476, 
combination of both sizes. 


Stainless steel wash well is fully 
fiberglas insulated to retain maxi- 
mum water temperature and main- 
tain cool cabinet surface. 


Water is constantly filtered through 
micro-filter screen, preventing re- 
circulation of foreign particles over 
the syringes. 
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Syringes are locked securely. Place 
locking bar with grooved channels to- 
gether and snap into locked position. 


Warranty and Service: Warranted 
90 days against all defective parts. 
Service may be obtained locally 
through any appliance service com- 
pany of your choice. 


Sold only through hospital supply 
dealers: Demonstration will be glad- 
ly given by any of the following 
dealers, all of whom carry James 
in stock for immediate delivery: 


A. S. Aloe Company 

Amedic Surgical Company 
American Hospital Supply Corp. 
American Sterilizer Company 
Anderson Surgical Supply Company 
The Burrows Company 

Colonial Hospital Supply 
Continental Hospital Supply 
Crowley and Gardner Company 
Curtis Surgical Supply Company 
Durr Surgical Supply Company 
Gulf States Hospital Supply Co. 
Kay Surgical, Inc. 

E. H. McClure Company 

E. H. Mahady Company 

Medical Arts Surgical Supply Co. 
Midwest Surgical Supply Company 
Mills Hospital Supply Company 
Peacock Surgical Company, Inc. 
Physicians and Hospital Supply Co. 
Physicians Supply Company 
George P. Pilling and Son Company 
Randolph Surgical Supply Company 
Will Ross, Inc. 

Schuemann-Jones Company 
Theodore Tafel Company 

Terrell Supply Company 

Western Surgical Supply Company 
Wilson X-Ray and Surgical Co. 
Max Wocher and Son Company 
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Trays slip quickly into place in the 
James Easy-Load rack. This is easily 
accomplished by grasping both ends of 
tray and inserting into proper position. 


When ready to wash, just lower 
master rack into the wash well. Add 
non-suds detergent and water softener. 
Rest of operation is automatic. 





Even syringe tips are pene- 
trated by this powerful 
washing action. Every 
syringe washed 513 

times during com- 

plete cycle. 


Pump discharges 
56 gallons of 
water per minute. 
Deflector vane 
controls water 
force for com- 
plete washing of 
all syringe 
surfaces. 


Only 41 gallons 
of water needed, 
due to constant recirculation. 


JAMES... 


Independence, Kansas 





Only James Automatic Syringe Washer 
Has This Powerful, Ever-Moving 


WALL OF WATER 


Proved Washing Action 


*Basic patents granted on “Wall of Water” unit. 
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Washing action and 
every working part 

is identical to James 
Dishwasher, now used 
in thousands of 
American homes. 


Only 


5369° 


National delivered price, 


James Hypodermic Syringe 
Washer Is Made By America’s 
Largest Manufacturer of 
Mobile Dishwashers 
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Is it advisable to leave the record 
in possession of the clerk of the court 
after it has been admitted as evidence? 

It must be remembered that the 
medical record is the property of the 
hospital and there is always the danger 
that the record might become lost at 
the completion of a case. If it is 
agreeable to the clerk of the court and 
the judge hearing the case, the safest 
procedure is to return the record to 
the hospital at the end of each day’s 
procedures. However, if the judge 
orders the record to be left at the 
court, the medical record librarian or 
her representative should not in any 
way antagonize the court by question- 
ing his order. In most instances it 
would be proper for the record librar- 
ian to request permission from the 
court to retain possession of the rec- 
ord or to have a photostatic copy 
made. 


Are microfilmed records accepted as 
evidence in court? 

If the microfilmed record is a cer- 
tificate of destruction of the original 
record, the court will accept it as 
evidence. Therefore, when micro- 
filming records this certification should 
be inserted on each roll of film. In 
many jurisdictions there is a tendency 
to accept microfilmed records when 
they are properly identified. Since 
this practice may vary from state to 
state and from year to year, it would 
be advisable to check with the hospi- 
tal’s attorney on this point. 


Is there a standard or an average as 
to how much it should cost per dis- 


charged patient to maintain the medi- 
cl recat department? 


There 1 n0 tnd or average a 


to how much it should cost per dis- 
charged patient to maintain the medi- 
cal records department. If such figures 


PROBLEMS: About Autopsies, 
Court Cases, Birth Certificates 


And whot constitutes cam, and pum, shift on nurses notes? 


were available on an era or national 
level they would be of little practical 
value unless the cost formulae used 
were standardized. Since the duties 
assigned medical records departments 
vary with hospitals, it would be ex- 
tremely difficult to obtain an accu- 
rate figure. If you wish to make a 
comparison with other hospitals lo- 
cated in your vicinity, you could get 
a rough figure from their annual re- 
ports by merely dividing the cost of 
operating the records department by 
the number of discharged patients. 


When an autopsy is performed on 
a patient who dies shortly after dis- 
charge from the hospital, may this 
autopsy be included in the autopsy rate 
of the hospital? 

Autopsies on patients who die after 
discharge from the hospital may not 
be credited to the hospital. To allow 
credit for such autopsies would not 
afford a true comparison between the 
deaths in the hospital and the autopsies 
done and the autopsy rate could be 
boosted by doing autopsies on all 
former patients irrespective of the 
time elapsed since discharge. A copy 
of the autopsy report, should however 
be filed with the record to make it 
complete. It is customary in many 
hospitals to perform such autopsies 
without charge as a courtesy to the 
staff member who has attended the 
patient. 


When records are brought into 
court, who has the right to examine 
the records? 


Until the record has been admitted 
as evidence no one has the right to 


examine the record and the medica 
record librarian should refuse to show 


it even to the plaintiff's lawyer unless 


a written authorization has been ob- 
tained from the patient. 


What should a medical record li- 
brarian do when a former maternity 
case asks for the baby’s birth certificate 
number? What do they want? 


This is the number used to identify 
the record of the birth certificate in 
the Department of Vital Statistics. 
When the mother obtains that number, 
it is a proof that the birth certificate is 
on file. 

These birth certificate numbers are 
usually requested by the schools. 
Sometimes it is requested to serve as 
a proof of age for the child. At other 
times it is used to supply the necessary 
information for the so-called “nine- 
point button.” The child must have 
his birth certificate a matter of public 
record as one of the nine requirements 
to receive this award. 


However, if the parents have a 
photo copy of the birth certificate, 
which it is customary for the Depart- 
ment of Vital Statistics to furnish, the 
birth certificate number appears on 
this photo copy. Since the birth of a 
baby is a public record it might save 
the parents a great deal of incon- 
venience if you can conveniently grant 
such requests. 


If your hospital used a form such 
as this: 





Nurses’ Notes 


Remarks P.M. Remarks 


Date A.M. 








should the nurses adhere strictly to the 
a.m. and p.m. columns according to 
the clock; or should they chart in the 


p.m. column from 3:00 p.m. to 7:00 
a.m, as hospitals commonly think of as 


am, sbifts? 


They shuld ha bythe clack, ot 


for the sake of the care of the patient 


here and now, and for legal protection 
subsequently. 
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PLANT .. The Laundry 
’ OPERATION 


Mildew Stains Present Hardy Problem 


N a recent trip to Mobile, Pen- 
sacola, Tallahassee, and Jackson- 
ville, we had occasion to stop at a num- 
ber of institutional laundries in several 
states. Our notes reveal the solution 
of five problems, five questions an- 
swered, all of which may be of some 
interest to a number of our readers. 


We were somewhat astonished at 
the number of laundries which have 
recently worked on mildew stains. As 
we know, mildew is caused by micro- 
organisms called fungi. These have 
the ability and tendency to attack tex- 
tile fibers and thus produce stains of 
various colors. 

They grow rapidly when the goods 
are in damp condition and very rapidly 
when the fibers carry soil which serves 
as fungi food. We have noticed in 
stores, hotels, hospitals, and elsewhere 
that modern air conditioning, improp- 
erly operated, tends to increase the 
amount of mildew on fabrics of various 
kinds. This is no doubt due to the in- 
creased humidity of the air. 


Hypochlorite Bleach Best 
For Mildew Stains 


“We have learned long since that 
mildew stains respond to the action of 
oxidizing chemicals or agents,” re- 
marked one hospital laundry manager. 
“As a result, we think the top stain 
remover in this field is hypochlorite 
bleach at ordinary laundry strength. In 
some cases we use increased strength. 
We find it best to hold out mildew- 
stained work, washing this by itself 
with heavy bleach. When we have 
been limited in the amount of this 
work we've removed the stains in 
whole or part by hand washing.” 

We think the “deep”, humid South 
has more mildewed work in the laun- 
dries than the North; by contrast one 
man in Jacksonville stated that in sev- 
eral years in the dry climate of Arizona 
he did not recall seeing a single mil- 
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dew stain. It is true that light mildew 
stains on white work will come out in 
the regular whitework washing pro- 
cedure, provided a hypochlorite bleach 
is employed. In colored work, the fail- 
ure of dyes may be a limiting factor. 
Probably, on older white pieces as well 
as on colors, if the mildew stain is 
deep-seated and resistant, it cannot be 
taken out without damage to the fab- 
ric amounting to its total destruction 
in the stained area. 


We have about a dozen statements 
from southern laundry managers on 
the mildew problem. It will be a 
pleasure to hear of the experiences of 
northern L.M.’s, especially in the Ohio 
and upper Mississippi River valleys. 


“Upon your advice in 1951 we tried 
out silicate alkalies and have never 
found it expedient to get away from 
them,” we heard in April from an Ala- 
bama institutional laundry manager. 
“But we have had to do a bit of re- 
vising since the water and the working 
surroundings of all of us must be dif- 
ferent. Our mistake was in depending 
too steadily on the use of sodium met- 
asilicate. Under ordinary conditions 
we have low soiling and low bicar- 
bonate content so that sodium meta- 
silicate was what the doctor ordered. 


“After a time, however, we observed 
that some loads were not coming out 
with the proper cleanliness and the 
proper feel, so we decided to try so- 
dium orthosilicate; for the records 
showed that it was the dirtier loads 
that the milder silicate alkali was not 
handling properly. Now we are at 
times using what is called supersilicate 
—about half-way in between the weak 
and the strong alkalies. So if this 
question bobs up in your territory any- 
where, urge the laundry manager to 
carry the three alkalies on hand all 
the time, using according to the bi- 
carbonate present and the amount of 
soil in his clothing and whitework.” 


This statement was deemed particu 
larly important to us because in recen: 
months this topic has been mentionec 
in three letters. In the words of th 
last one received “we find that met 
asilicate is a remarkable builder a’ 
times but at other times it seems tor 
weak to give us the power needed it 
the built soap.” To all who haven’ 
written, we suggest following the ex. 
perience of our helpful Alabama 
friend. Use supersilicate for medium 
soil and orthosilicate for dirty loads. 


How Long Should White 
Wash Formula Take? 


Another hospital laundry manager 
complains of the over-long white work 
washing formula he finds in use on 
his new job. “It’s an even hour long”, 
he writes. “I think this is sheer 
waste.” So do we on most loads. 
There might be soiled loads that need 
long processing. The old “fast 40” 
formula we used for years is highly ef- 
fective on light and medium soiled 
loads—good on nearly all flatwork 
loads. You simply run two heavy suds 
baths seven to eight minutes, in five- 
inch, three-inch, and three-inch water 
levels at 120°, 150°, and 160°F. You 
bleach in five-inch water with carry- 
over suds only at 160°, running at least 
seven minutes. 


You follow with three rinses, 10 
minutes, five minutes, and three min- 
utes in 10-inch water at 160°, sour 
in three-inch water at 140° for five 
minutes. Raise the water level to 10 
inches and blue in this virtually cold 
water for three minutes. The water 
levels should be increased by two 
inches, if possible with the machine 
in use, where net washing is done. 
A little can be shaved off this running 
time without injury to anything if 
the loads are really lightly soiled. 

We are pleased with the results 
wherever our advice has been taken on 
the use of fatty alcohol sulphates in the 
processing of hospital curtains. A year 
ago this spring we had a number of 
requests for assistance. Digging up a 
letter dated April 15, 1953 we note 
this: “We seem to have two choices 
and both are very bad. We can go 
easy and leave the curtains a bit on 
the soiled side. Or we can give them 
the full process and take them out of 
the machine in pieces.” 


We suggested using any of the ad- 
vertised fatty alcohol sulphates (soap- 


(Concluded on page 84) 
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Above. Shell and cylinder shown in raised posi- 
tion. Note complete accessibility of all working 
parts, including dump valve, to permit rapid 
maintenance. Below. Close-up of V-belt and 
chain, drive, for washer drive. Ultra-simple to 
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less soaps) instead of soap, stopping 
the wheels between operations. We 
urged the advisability of washing all 
curtains in nets, to inspect for dry rot 
before washing, and to soak the cur- 
tains two hours before washing in a 
fatty alcohol solution. In the case of 
rather soiled curtains we recommended 
building the soapless soap with tetra- 
sodium pyraphosphate or other mild 


A user 
report on 
NEW SALUTE 


James Mackey (left) and John Styles watching SALUTE in action at VMI 


“SALUTE keeps our dishes looking better 


than any other product _we’ve used” 


endo 3 
‘a SS 


alkali in the ratio of two parts fatty 
alcohol sulphate and one part alkali. 


The white curtain formula recom- 
mended then and still recommended is 
to run three heavy suds baths in 10- 
inch water at 100°, 110°, and 125° F., 
for five, five and ten minutes, and to 
run three rinses in 14-inch water or as 
near that level as the machine space 
permits, all at 125°F., all for three 
minutes each. The last operation is 
a sour run in 14-inch water or as high 
as you Can get it, in cold water, for five 
minutes. Colored curtains are handled 





“T have been using Wyandotte 
SALUTE in our dishwashing machines 
for over a year,” says Bert A. Allen, 
steward of the renowned Virginia 
Military Institute, Lexington, Vir- 
ginia. “Recently, we converted to 
plastic dishes. SALUTE keeps our 
plastic, as well as older china, 
looking better than it has ever 


looked before!” 

Mr. Allen has also found that 
Wyandotte hand-dishwashing prod- 
ucts fill V.M.I.’s requirements bet- 
ter, and are easier on the hands 
than products previously used. 

This experience of V.M.I. is typi- 
cal of other exclusive Wyandotte 


yandotte CHEMICALS 


Helpful service representatives in 138 cities in the United States and Canada 
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ing products for b 


users. They are finding that the 
Wyandotte line—both machine- and 
hand-dishwashing products-—is un- 
matched for excellent results. 

The leading jobbers in the country 
handle Wyandotte SaLuTe and 
Keeco* for machine dishwashing; 
“New” Neosups,* “New” Fame, 
Kaxso and H-D-C* for hand dish- 
washing. Ask your jobber to help 
you select the Wyandotte dishwash- 
ing product that best meets your 
poe anoe W yan- 

otte Chemicals Corp., 
i Wyandotte, Michigan. 

Also Los Angeles 12, 


WORLD California. 
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the same way except all temperatures 
are held at 90°. 


Causes of High 
Tensile Strength Loss 


Our fifth topic of discussion as guided 
by letters and interviews deals with 
too high tensile strength loss. We 
think this rate of loss has been there 
for a long time. It merely came to 
light when test pieces were washed un- 
der the direction of laboratory tech- 
nicians who know how. We will say 
here as we've said in letters this month 
that the very fact that extreme tensile 
strength losses nearly always occur in 
white loads indicates that the prime 
cause of loss is the over-use of hypo- 
chlorite bleach. In some cases, wash- 
men still persist in turning live steam 
in on the bleach bath and this is the 
most destructive operation imaginable. 
There are a few instances mentioned 
where undoubtedly too much alkali 
was employed in building the stock 
soap solution. When the bleach is 
properly used and the alkali is not 
out of proportion to the soap, the 
garments and flatwork handled by our 
hospital plants will last much longer. 


Laundry Questions 


Question: We are using 19.6 per 
cent more soap than we should be us- 
ing, based upon your figures received 
a few months ago. We'd like to know 
why.—J.V.L., Colo: 


Answer: There are only about five 
reasons for high soap bills and the 
worst one is hard water. You are 
listed with a zeolite water softener 
purchased in 1950. However, possibly 
you do not test often enough or re- 
generate quickly enough. Some wash- 
men are just naturally wasteful. They 
spill and leave soap to waste in con- 
tainers or they build using too much 
soap and not enough alkali. The wash- 
wheels or the soap tank valve may be 
leaky. 


Question: Do you suggest using 
blue in washing “wash suits?” —L.].D., 
District of Columbia. 


Answer: In washing pure white 
wash suits we think the addition of a 
little blue will make the finished work 
a bit brighter. + 
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(Continued from page 56) 
size—to paraphrase Sir Arthur Newsholme 
—that twinges of conscience have been the 
strongest antiseptic and the sentiment 
against suffering the greatest healing force 
of our time. 


Committee V—Financing 
Dr. Theodore G. Klumpp, Chairman 


President, Winthrop-Stearns, Inc., 
New York, N.Y. 


In many ways Committee V had the most 
pleasant and yet most difficult assignment. 
We started out with the premise that ade- 
quate care of the long-term patient is no 
longer looked upon as a privilege but 
should be available to all. This is the con- 
clusion not only of your Committee but of 
the American people. Money may be the 
root of all evil, but it represents the most 
important single need in the care of the 
long-term patient. America is rich in com- 
passion, imagination, skill and ingenuity. 
But it needs more trained workers in this 
field and more and better facilities for the 
care of the long-term patient. 


The basic problem in blunt terms is how 
to get more money, where to get it, and 
how to spend it for more and better per- 
sonnel and for more and better facilities. 


This in essence is the problem to which 
Committee V addressed itself. I am serving 
in the role of a reporter and what I have 
to report on any given topic does not neces- 
sarily reflect my own personal views. This 
I am sure is also true of other individuals 
who served on the Committee. 

Undoubtedly the subject of greatest gen- 
eral interest was the proposed legislation on 
health service prepayment plans as repre- 
sented by bill S. 3114 introduced in the 
83rd Congress by Mr. Smith of New Jersey 
and his colleagues. 

All four discussion groups of Commit- 
tee V gave consideration to this important 
legislative proposal. S. 3114 was designed 
to encourage insurance carriers to experi- 
ment more broadly and more rapidly and 
to speed up new ventures in the voluntary 
health insurance field. It was the con- 
sensus of the Committee that this bill 
is a step in the right direction. If it is en- 
acted into legislation, it is our intention 
as good citizens to cooperate in every way 
to achieve the noble purpose which it is 
intended to serve. It will be given every 
opportunity to succeed. With this in mind 
I regret that I am the one to have to re- 
port that the Committee is of the view 
that S. 3114 will not, in itself, serve as 
a substantial influence in solving the prob- 
lem of the care of the long-term patient. 
It is not the long-sought answer. 


The following conclusions may be fair] 
drawn from our deliberations: 

1. Insurance carriers are experimentin: 
broadly and have further plans to exten 
their experiments in the voluntary healt! 
insurance field within the limits of soun: 
actuarial principles; 

2. Within the limits of sound actuaria' 
practices, well established and reliable in 
surance carriers, we are told, do not nee: 
the provisions of S. 3114 to encourage ther: 
to extend their experiments in this field 
nor would they be willing to venture intc 
areas of unsound actuarial practice through 
the influence of this legislation; 

3. The question remains whether or not 
there is a gray zone between the above 
alternatives into which the legislative pro- 
posal might induce some carriers to extend 
their coverage. Time alone will answer 
this question. I can only report that those 
who participated in our deliberations, with- 
out a single voice of exception, were not 
encouraging. . . 

Nevertheless, the Committee is of the 
view that the extension of the voluntary 
health insurance program is the single most 
important instrument for financing better 
care of long-term patients who can afford 
to pay the basic premiums required. 

Supplementary to voluntary health in- 
surance are the benefits derived from pri- 

(Concluded on page 88) 
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desi¢ned 


for today’s advanced 
standards... 


uses warm colors and inviting rooms 
to eliminate cold, clinical hos- 
». pital ‘‘atmosphere."’ 


NEW LOUIS A. WEISS MEMORIAL HOSPITAL 
... nearly 100% equipped with 
VOLLRATH stainless steel HOSPITAL WARE 


r pmo 3 million dollar general hospital, 
Chicago’s newest hospital located on 
‘ \e northside lakefront, incorporates many 
i inovations in construction, materials and 
‘juipment — joining ideas of the future 
. ith advancements of today. 
Modern hospitals like Weiss Memorial 
emand durability and functional good 
oks from all their equipment. This is 
irticularly true in the selection of clin- 
i al utensils. 
That’s why Weiss management speci- 
fed long-lasting Vollrath stainless steel 
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Ware. This heavy-gauge stainless steel 
equipment is sturdily built to stand up 
under the rugged wear of daily use. Qual- 
ity materials and fabrication give you long 
range economy and minimum replace- 
ment. What’s more, seamless, crevice-free 
construction makes Vollrath Ware easy- 
to-clean for everlasting brightness . . . cer- 
tain to conform to rigid sanitary standards. 


e e e 
See your dealer today. Ask about the 


advantages of standardizing on Vollrath 
stainless steel Hospital Ware. 


THE VOLLRATH COMPANY 
Sheboygan e Wisconsin 


Exclusive manufacturers of Vollrath 
Ware for 80 years — since 1874. 


Sales Offices and Display Rooms: 
New York @ Chicago @ Los Angeles 
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vate and philanthropic agencies, Work- 
mens’ Compensation, union welfare funds, 
industrial, agricultural, and professional 
contributory plans, and others. Where all 
these fail to meet the needs of adequate 
care of the long-term patient for the dura- 
tion of his illness and his full rehabilita- 
tion to usefulness, there is no alternative to 
the basic proposition that society as a 
whole, through taxation, must meet the defi- 
cit and fill the gap. 


It was the sense of the Committee that 
voluntary health insurance and other sup- 
plementary instrumentalities must be ex- 
tended to cover out-patient and home care 


Identified — by 


as well as care in nursing and convalescent 
homes. Not only will this tend to over- 
come some of the alleged abuses of hos- 
pitalization, but it will encourage the use 
of facilities that are less expensive to main- 
tain and operate than the modern general 
hospital. 


Throughout the discussion in our four 
groups the need and importance of greater 
emphasis on rehabilitation was brought out. 
It was pointed out that more effective and 
more widely available rehabilitation services 
would in the long run reduce the cost of the 
care of the long-term patient. At the same 
time it was recognized that in some com- 
munities savings could be effected by a 
critical analysis of existing facilities to 
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attractive, sanitary beads are made with the same pre- 
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black letters, which appear on both sides of the beads 
are permanently fused into the white enamel bead. 
Not affected by washing or sterilizing. Used by Ameri-. 
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J. A. Deknatel & Son—manufacturers of surgical 
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eliminate overlapping and duplicating serv- 
ices. 


The committee noted with expressions 
of satisfaction and appreciation the increas- 
ingly important role of private philanthropy 
in the care of the long-term patient. It 
recognized the great contributions that have 
been made in the training of health and re- 
habilitation personnel, but at the same time 
it was the expressed view of some that more 
can be done in this direction. Similarly, 
the idea was advanced that philanthropic 
agencies, particularly those in categorical 
groups, could benefit by pooling some of 
their resources in a common effort to foster 
public education, preventive measures, and 
the expansion of diagnostic and rehabilita- 
tion services. 


It is interesting to note that the dele- 
gates meeting in Committee V were sharply 
divided in their views concerning the ulti- 
mate consequences of the phenomenal 
growth of categorical philanthropic agencies 
(as they were termed), and their multiple 
fund raising drives. All felt that from a 
broad and over-all point of view this spon- 
taneous manifestation of the heart and 
sympathy of America brought more support 
to the fight against disease than would 
otherwise have been realized. However, 
others were of the opinion that we are 
rapidly approaching the point of diminish- 
ing returns and that the multiplicity of 
appeals would soon become a_ serious 
deterrent to the continued growth of private 
philanthropy in this country. Some also 
felt that the benefits which these funds had 
made possible in their own local commu- 
nities were less than could have been 
realized through coordination and integra- 
tion of the efforts. 


Insofar as financing facilities for the 
care of the long-term patients and capital 
expenditures for that purpose, it was gen- 
erally agreed that here was a place where 
private resources and government—Federal, 
state, and local—could each participate to 
the advantage of all concerned. The Hill- 
Burton Hospital Construction Act and its 
extension as proposed by the President will 
be steps in increasing the construction of 
chronic disease hospitals, nursing homes, 
and special rehabilitation and diagnostic 
facilities... 


Nursing Service 
(Continued from page 68) 


Il. Nursing Service Records 


Although record forms in use on 
the clinical services, such as nurses’ 
notes, medicine sheets, assignment 
sheets and many others logically fall 
under this classification, no attempt 
will be made to discuss them here. 
Only those records which are kept in 
the nursing service office will be con- 
sidered. 

(Continued on page 90) 
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Nursing Service 
(Continued from page 88) 


A. Time on Duty Schedules 


On Saturday of each week the Time 
on Duty Schedules are made out by 
the supervisors (head nurses) for a 
week in advance. One copy is posted 
on the clinical division, the other is 
routed to the nursing school office 
where the students’ time for the week 
is copied. The copy then comes to 
the nursing service office where it is 


No matter how = 
you look at it... 


retained in the file. Figure 11 illus- 
trates this schedule. Night duty 
schedules are made out by the assist- 
ant director of nursing service, also 
for a week at a time. They are dis- 
tributed to the clinical divisions where 
they are posted on a bulletin board. 
A copy is also given to the night su- 
pervisor. There is a permanent night 
duty relief force who rotate and fill 
in for those having a night off, thus 
doing away with the need for each 
clinical service to furnish its own 
relief. 


long, I-o-n-g maintenance-free service 
easy-to-handle light weight 
finger tip folding 
stay-clean chrome & leatherette finish 
that “modern equipment look” 
you are proud to have 
patients and visitors see. 





EVEREST & JENNINGS, INC. 


1803 PONTIUS STREET * LOS ANGELES 25, CALIFORNIA 


B. Record of Hours of Nursing 
Service per Patient 


To assist with staffing and to insure 
adequate patient care, the number of 
hours of nursing service per patient 
for each clinical service is checked 
daily. Figure 12 shows the report 
form which comes to the nursing serv- 
ice office from each clinical division 
and serves as one source of the infor- 
mation needed for figuring the nurs- 
ing hours per patient. This data is 
transferred to a permanent monthly 
form (Fig. 13) which is filed in the 
nursing service office. After a year’s 
time the original daily records are 
destroyed and only the permanent 
monthly record retained. The daily 
patient census (Fig. 14) is kept up-to- 
date by the medical record librarian, 
who brings the census figures to the 
office each morning. This may appear 
to be a duplication of effort, but ac- 
tually saves many mistakes by provid- 
ing a method of checking the slips 
turned in from the floors. The num- 
ber of patients on each clinical service 
with private duty nurses are sub- 
tracted from its total census. The total 
number of hours of general nursing 
care is then divided by the total 
number of patients receiving general 
nursing care to determine the average 
number of nursing hours per patient. 
An attempt is made to keep this figure 
at 3.5 or over at all times for the 
general medical and surgical floors. 
Graphs are also kept for each clinical 
service, on which comparative data is 
more easily visualized, and they have 
proved to be a useful staffing tool. 


C. Accident Reports 


Accident reports are probably better 
classified as administrative records, 
yet they do have a definite bearing on 
pursing service. An excessive num- 
ber of accidents to patients shows at 
least presumptive ‘evidence of negli- 
gence on the part of nursing service 
personnel. Accidents to visitors (such 
as a fracture resulting from a fall on 
a slippery floor, on which water had 
been spilled but not wiped up) may 
also be the fault of nursing service 
personnel. The forms used to report 
accidents are illustrated in Figures 
15 and 16. If the accident happened 
to a patient, duplicate forms are made 
out, one remaining on the patient's 
chart and the other going to the finan- 
cial officer routed via the nursing serv- 
ice office. If a visitor in the hospital 

(Concluded on page 92) 
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Nursing Service 
(Concluded from page 90) 


is injured a copy goes to the financial 
officer and one to the administrator. 
If an employee is injured a record 
is kept by the financial officer and a 
duplicate copy is filed in his permanent 
folder in the nursing service office. 
When faced with the necessity of 
making out a written report for each 
accident (whether major or minor) 
the personnel is usually much more 
careful in regard to accident preven- 
tion. 





Is YOUR Ry DEPARTMENT 
EFFICIENT? 


D. Miscellaneous Records 


Certain forms lend themselves to 
a variety of purposes and can be mim- 
eographed in quantity. This is more 
practical than having forms printed 
while they are still in the experimental 
stage. Various departmental studies 
can be made up in tables and graphs 
which tell the story much more viv- 
idly than mere numerical statistics. 
These studies might include tabulat- 
ing the monthly and yearly number of 
deliveries, operations, etc. as a tool 
to supply information on the work 
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load of the special departments and to 
investigate the adequacy of their staff- 
ing. Payroll studies are also essential 
to sound staffing. If the payroll is 
rising all out of proportion to the ac- 
tual work load of the department, it 
may indicate over-staffing and steps 
should be taken to find out reasons for 
this condition so that what to do can 
be decided intelligently. 


E. Monthly and Annual Reports 


Monthly and annual reports to the 
administrator which tabulate the ac- 
tivities of the nursing service depart- 
ment are essential to show its develop- 
ment and to serve as a tool for evalua- 
tion. To date, these forms have not 
been developed in this institution and 
their construction makes up one of 
the next projects to be attacked. De- 
velopments occur slowly and _ proj- 
ects cannot be completed overnight. 
Sometimes it is necessary to wait for 
months to demonstrate the usefulness 
of certain records, before they will be 
generally accepted and can be put into 
routine use. But these are some of 
the facets of human relations that 
make nursing service administration 
interesting and challenging. 


Summary and Conclusions 

In this series of descriptions an at- 
tempt has been made to illustrate the 
development of record forms for the 
nursing service office. The discussion 
is necessarily incomplete, for problems 
arise daily which may result in a com- 
plete change in the form of a certain 
record, or which may show the need 
for a new one. To be of the greatest 
benefit, forms should be simple and 
easily kept, and data should be clearly 
tabulated or graphed. Each form 
should be devised to meet a real need 
—not just to provide paper work. If 
a form is found to be too time con- 
suming or impractical, it should be 
discarded and a new one substituted. 
Perhaps the most important thing to 
remember is that records can never 
be permitted to become completely 
static, but must be kept flexible and 
dynamic to meet the ever-changing 
needs of day-to-day hospital progress. 
Only then will they be truly useful 
and not just red tape, to be rushed 
through as rapidly as possible. In con- 
clusion, it might be said, “Don’t be 
afraid to experiment with widely di- 
vergent record forms—it can be fun! 
And moreover, it can save many hours 
of work after the most practical forms 
have been determined.” + 
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Administrative Forum 
(Concluded from page 71) 


fields of endeavor? Doctors do not 
ask how, nor do they think in terms 
of dollars, they merely expect the hos- 
pital to provide what is needed with- 
out delay or question. On this point 
as on the previous ones mentioned, we 
must admit that they are justified, 
their attention should be focused on 
the patient. But again we must occa- 
sionally re-emphasize the fact that 
they do not operate in some lotus- 
eaters utopia, they must give to re- 
ceive. 

If there is a need for free clinics or 
an emergency department in your 
community and you are attempting to 
fill that need, insist upon the complete, 
unequivocal support of your active 
staff. Let their contribution be part 
of themselves, not part of their wallets; 
let it be based upon the ideal of serv- 
ice, not the obedience of a Franken- 
stein. By accepting the privileges con- 
ferred by membership on your active 
staff, they tacitly agree to work in the 
best interest of the hospital and all 
those it purports to serve. Anything 
less than this is unacceptable. Some- 
one much cleverer at coining phrases 
than myself once wrote, “a job worth 
doing is worth doing well.” If your 
active staff accepts any other philos- 
ophy, delete the word “active” from 
your by-laws. + 


The Business Office 


(Continued from page 73) 


multiply that by the average revenue 
per patient per day. If necessary, sep- 
arate estimates can be made for the 
different types of wards and the re- 
sults combined into one estimate. 


Bad Debts 


After the revenue has been esti- 
mated, an estimate of allowances for 
bad debts is necessary. Sometimes 
these run higher than anyone would 
like to see—but it would be short- 
sighted to ignore the fact that such 
allowances will have to be made. 

Estimating revenue from the operat- 
ing room will depend upon the method 
of charging for operating room time 
and services. There seems to be no 
consistent method of charging. Some 


(Continued on page 96) 
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hospitals do it on the basis of a flat 
hourly charge; others on an hourly 
basis depending upon the type of op- 
eration; still others disregard time and 
charge on the basis of the type of op- 
eration alone. Of course, budgeting 
operating room revenue is a most dif- 
ficult chore because revenue from this 
source will not necessarily bear any re- 
lationship to the number of patients 


estimated for the coming year. One 
method lies in studying the relation- 
ship of operating revenues in the past 
to room and board revenue and, if a 
true relationship exists, to use that 
for the future. For example, if oper- 
ating room revenue has been about 15 
per cent of board and lodging in prior 
years, it is feasible to use that per- 
centage as a basis for estimates of fu- 
ture revenue. 

Pharmacy revenue does tend to have 
a relationship to board and lodging 
and an estimate can be prepared with 
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this in mind. The same is true of the 
x-ray department. In some hospitals, 
however, the out-patient arrangements 
are such that those types of revenue 
can be estimated with hardly any re- 
gard for the in-patients expected to 
be cared for. A sensible course lies 
in discussing the matter with the heads 
of each department. 


Generally, payroll in a hospital tends 
to be fixed, regardless of fluctuations in 
the number of patients. Many budg- 
ets simply list present payroll and 
show adjustments that contemplate 
pay-increases and the proposed changes 
in personnel. Each department head 
should prepare a listing of his payroll 
and report on the possible changes re- 
quired in the forthcoming year. Some 
department heads can unthinkingly 
mislead the accountant by failing to 
list employees that one department 
head believes not to be in his depart- 
ment. Therefore, when the listings 
are complete, they must be carefully 
checked against actual payroll to be 
sure that no one has been omitted. 


Object in Supply Budgeting: 
Prevent Waste 

A significant expense in hospitals 
is the supplies expense category. The 
objective of the budget in this area 
is not to restrict supplies below the 
real requirements but, rather, to pre- 
vent any waste. Also, careful esti- 
mates can bring about savings in 
quantity-buying of supplies. 

The budget for the cost of food is 
best prepared by estimating the num- 
ber of meals, including employees’ 
meals. The monthly total is multi- 
plied by the average estimated cost 
per meal. A careful budget will take 
into consideration estimates for each 
of the meals served during the day; 
that is, estimates of how many pa- 
tients and employees for breakfast, for 
example, and multiply that by an es- 
timated cost for that particular meal. 


In estimating the repairs and main- 
tenance and replacement budgets, some 
reliance on past experience is neces- 
sary, because many of the small repairs 
are required, regardless of a desire to 
keep this expense to a minimum. To 
this information is added proposed 
major repairs and estimated cost of re- 
placements. 


Replacements comprise a substantial 
drain on the resources of every hos- 
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pital and require careful budgeting. 
In the category of replacements I am 
thinking of china, linen, glassware, sil- 
ver and many other lower-priced items 
that are not normally thought of as 
being fixed assets. Our experience 
shows that a good way to budget re- 
placements and capital expenditures is 
to have each department head prepare 
a listing of the equipment he deems 


necessary to purchase in the forthcom- 
ing year. Then the administrator will 
go over these listings with each de- 
partment head and determine a firm 
budget figure. Another method is to 
rely entirely upon the good judgment 
of the administrator who is probably 
in sufficiently close contact with each 
department to make all estimates. 

In the capital expenditures section, 
I also include the assessment that is 
made annually or monthly by the Pro- 
vincialate or Motherhouse. 
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Analysis of Variations 


The budget is incomplete as a us. - 
ful device if it is not analyzed against 
actual results each month (or othr 
accounting period in force.) To som-, 
this is looked upon as a time-consun.- 
ing task which is productive of no 
particular value. Actually, the rei! 
merit of a budget lies in its compari- 
son. It is a constant reminder to ai! 
in the hospital that goals have bee: 
set and that service must be tempered 
with realism and the necessity of hav- 
ing an excess of income over expendi. 
tures—at least in the long run. 

Most organizations using budgets 
report that their greatest value comes 
from the periodic analysis of varia- 
tions. First, it serves a useful psy- 
chological purpose in reminding de- 
partment heads that their good efforts 
are being measured against their own 
standards. Second, the variations point 
up areas of weakness in operation that 
can be controlled without sacrificing 
service. Finally, the entire organiza- 
tion is gradually brought into the high- 
est possible spirit of teamwork to meet 
the most pressing tasks of hospital ad- 
ministration. 


The Food Department 


The food department cannot be 
omitted in any consideration of budg- 
eting. The fact that few hospitals are 
content with the results of their food 
departments is, in our experience, the 
direct result of lack of food control. 
Food control, by itself, is a vast field 
to cover, but an important one—so 
let me touch briefly on some of its 
highlights. 

The objective of food control is to 
obtain the maximum of net revenue 
consistent with providing the proper 
quantities of the most nutritious food. 
This objective requires careful atten- 
tion to purchasing methods, receiving 
and storage procedures, issuing and 
preparation, and menu design. In or- 
der to demonstrate what I mean by 
these areas of control, let me ask a 
series of questions from which it is 
possible to judge the effectiveness of a 
system of food control: 

1. Is food purchased on the basis 
of competitive bids or quotations from 
a number of purveyors? 

2. When raw food is received, is 
it carefully weighed or otherwise 
checked for quantity—and is the qual- 
ity confirmed to the grade ordered? 
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3. Is raw food stored at correct 
temperatures and with proper con- 
sideration of the safeness against spoil- 
age, theft or improper handling? 

4. Is the raw food controlled from 
the time it leaves storage to the point 
where it goes into the actual cooking 
or serving routines? 

5. Do the employees receive the 
type of food ordered for them—or is 
additional patients’ food prepared for 
them? 

6. Are menus designed with a view 
to cost as well as nutrition? 


These are only six of a list of many 
questions that enter into the proper 
control over food. 


In conclusion, there is no fixed pat- 
tern for procedure because hospitals do 
not all function in the same way. 
However, there is a sensible way to 
budget the operations of every hos- 
pital and the time spent in finding 
that way and applying it will be re- 
paid many times over. I cannot point 
to a large number of hospitals that do 
prepare and administer budgets, but 
I know that my firm’s experience 
shows that each hospital that has 
adopted a budgetary system of control 
has been very pleased with the results. 


Clinical Laboratory 


(Concluded from page 74) 


around 13 years after high school to 
adequately train a pathologist, it takes 
from three to five years of college and 
clinical training for the adequate 
training of a medical technologist. 


“There are now nearly 20,000 medi- 
cal technologists registered with the 
Board of Registry of Medical Technol- 
ogists of the American Society of 
Clinical Pathologists,” Dr. Russell said, 
“but it has been conservatively esti- 
mated by the Board that a total of 
0,000 could be used in all phases of 
medical and scientific work.” 


Miss Ruth Hovde, another member 
of the Committee, and incoming presi- 
ent of the American Society of Medi- 
«1 Technologists, said the increased 
eed for medical technologists stems 
rom the growing number of general 
Ospitals, public health laboratories, 
linical laboratories, and from stepped 
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Health Legislation 
(Concluded from page 70) 


est was just handed down by the Su- 
preme Court of the State of Minne- 
sota. In the case of Fairview Hospital 
Association v Public Building Service 
Employees, the court held that the re- 
cently enacted Minnesota statute pro- 
hibiting strikes in charitable hospitals 
and requiring compulsory arbitration 
of issues involving maximum hours of 
work and minimum wages does not 
violate either the due process of equal 
protection clause of the Fourteenth 
Amendment. At the present time we 
do not have information concerning 
the possibility of appeal to the Su- 
preme Court of the United States. 


Progress Note on 
Health Legislation 


On the legislative front considerable 
attention is being given to health 
measures. H.R. 8419, the amendment 
to the hospital construction bill pro- 
viding for grants for hospitals for the 
chronically ill, etc, has passed the 
House. There is every reason to be- 


lieve that it will soon pass the Senate 
and be signed by the President. The 
health reinsurance bill, H.R. 8356, 
previously described in this column is 
pending before the Senate Committee 
and is also before the House Commit- 
tee for additional hearings. The Blue 
Cross plans have testified in support 
of the measure. However, the rein- 
surance bill has met with strong op- 
position from the A.M.A. A.M.A. 
spokesmen state: 

It is the belief of the A.M.A. that the 
bill will not fulfill its intended purpose 
and may in fact inhibit the satisfactory 
progress which is now being made by the 
voluntary insurance companies. 


It was also charged that the legisla- 
tion would give too much power to 
the Secretary of the Health, Education 
and Welfare Department, particularly 
tor the regulatory authority over the 
reinsurance standards. This phase of 
the proposed legislation has been sub- 
ject to rather extensive attack. The 
additional health measures now pend- 
ing before the Congress will be re- 
viewed in the next article, at which 
time they should have made definite 
progress. yy 


X-ray Department 
(Concluded from page 76) 


The Responsibilities 
Of the Radiologist 


The radiologist has personal ani 
legal responsibilities. The personal 
ones involve hazards for which he is 
liable, such as over-exposure, insuffi- 
cient protection, inaccurate or incom- 
plete records, mechanical defects, 
etc., and injuries which result from the 
acts of his assistants. (It is pointed 
out that he is entirely responsible for 
the manner in which he practices 
medicine, and that the hospital is in no 
way responsible for this since it has 
no control over his professional acts, 
other than cases in which he attempts 
to do things strictly against hospital 
rules.) As previously mentioned, of 
course, the hospital is responsible if 
he is a member of the staff and they 
have failed to use due care in select- 
ing him. It should be pointed out 
that the radiologist relieves the hos- 
pital of much responsibility and he is 
responsible for many of the acts of 
the technicians even though they are 
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employed by the hospital. A radi- 
ologist can be called to account for: 
Actionable negligence, which requires 
three factors: 1. duty of defendant 
to protect the patient; 2. failure to 
discharge such a duty; 3. injury re- 
sulting from such failure. Malpractice 
which is the willful ignorant or negli- 
gent act or omission. This is not 
criminal negligence which infers reck- 
lessness or indifference to the results. 
Malpractice is not a crime entailing 
punitive action such as prison, but rep- 
resents what is called a tort—a wrong- 
ful act. No fine is involved but money 
damages may be awarded. There is 
no wrongful intent and it is usually 
based upon negligence. Occasionally, 
it is based upon a breach of contract. 
Of course, the physician is not re- 
sponsible for honest mistakes in judg- 
ment unless such mistakes are contrary 
to professional practice (such as using 
an unrecognized form of treatment). 

Although the general practitioner is 
responsible only for the general level 
of medical care in his community, the 
radiologist is expected to maintain as 
high standards as are generally held 
throughout the country. 

“Whereas the supply of medical 
technologists has increased at a con- 
stant rate in recent years, the need for 
this type of professional laboratory 
worker has tripled,” she said. 

Another member of the Committee 
is Dr. Joseph A. Cunningham, of the 
College of American Pathologists. 
Executive Secretary is Miss Dallas 
Johnson of Washington, D.C. 

Dr. Russell said Churchill-Wexler 
of Los Angeles has been engaged by 
the Committee to produce the films. 
The premiere of the color movie is to 
be held in Washington, D.C. next 
September, at the first American meet- 
ing of the International Society of 
Clinical Pathology. y+¥ 


Nursing News 


Appointments 


Sister Genevieve Marie, C.S.J., di- 
rector of nursing service at St. Jo- 
seph’s Hospital in Lewiston, Ida., was 
appointed to the Idaho State Board of 
Nursing Registration and Nursing Ed- 
ucation by Gov. Len Jordan for a term 
of three years. In Lewiston, Sister is 
also in charge of the program of edu- 
cation for practical nurses carried on 
in St. Joseph’s Hospital in cooperation 
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with the Idaho State Board of Educa- 
tion. 

Miss Mary Mitchell, R.N., Ed. M., 
has assumed the duties of assistant di- 
rector in charge of nursing service at 
St. Elizabeth Hospital, Covington, Ky. 
Miss Mitchell is a graduate of St. 
Elizabeth Hospital School of Nursing, 
Dayton. She has her BS. in nursing 
education from the University of Day- 
ton and her masters in education from 
Xavier University, Cincinnati. In ad- 
dition, Miss Mitchell has done gradu- 
ate work at the University of Pitts- 
burgh and Duquesne University, 
Pittsburgh, Pa. 

Marion Ratigan, Ph. D., has been 
named dean of the School of Nursing, 
Gonzaga University, Spokane, succeed- 
ing Claire Dillon who resigned re- 
cently after seven years as dean. Dr. 
Ratigan was coordinator of nursing 
at Loras College Mercy Hospital, Du- 
buque, Ia., and also has served as di- 
rector of nurses at Grady Memorial 
Hospital, Atlanta, and at Mount Sinai 
Hospital, Philadelphia. 


N.L.N. Sets Regional 
Conference Dates 


N.L.N.’s program of regional con- | 


ferences in 1954 stressed considera- 
tion of curriculum construction, im- 
plementation and evaluation in all 
programs of nursing education. Spon- 
sored in cooperation with state leagues 
for nursing, conferences were held in 
May in Richmond, Va., Newark, N.J., 
and Boston, Mass. This month, con- 
ferences will be held in Rochester, 
N.Y., June 8-10; Lexington, Ky., June 
8-10; Denver, Colo., June 15-17, and 
Portland, Ore. June 22-24. 


Workshop Scheduled by 
University of Washington 


An intensive two-week workshop 
dealing with curriculum problems in 
basic nursing education will be held 
from Thursday, July 22 through 
Wednesday, August 4, on the campus 
of the University of Washington. Dr. 
Marie Rasey, professor of educational 
psychology at Wayne University, 
author, psychologist, and philosopher, 








| 
| 


| 


will be the consultant to the workshop. | 


This workshop, open to all graduate 
nurses, will be of special interest to 
educational directors, clinical instruc- 
tors and educational personnel in the 
field of public health nursing. This 
will be a non-credit course, giving par- 


(Concluded on page 103) 


| ant smelling .. 







spray 
. away 
hospital 





AEROSOL 
@ SPRAY 


NOW IT is possible to keep every 
corner of the hospital fresh and pleas- 
always! The aromatic 
spray of Cabinet-San quickly freshens 
the air. It instantly removes the odors 
of stale smoke or perspiration, as well 
as sick room odors. Cabinet-San in the 
popular low-pressure can is inexpen- 
sive to use, easy to store or carry. 
There is no waste, no messy mixing, 
no need for troublesome sprayers. Its 
spray is safe and non-staining. Order a 
trial supply soon. 


HUNTINGTON LABORATORIES, INC. 


ES 







HUNTINGTON, INDIANA >, 
TORONTO, CANADA \ >= 











ptunounciug . 
A NEW LINE OF MODELS 
for the School of Nursing, 





constructed of 


UNBREAKABLE PLASTIC 


Almost all of the well-known Denoyer-Geppert anatomical 
models are now available in exceptionally durable plastic. 
Through use of special techniques, we are producing un- 
breakable models with the same excellent detail and high 


a ” ? 
third-dimensional relief for which D-G models have been Back breaking? 


highly regarded for a long time. For full particulars, We'll shoulder your load 
nice ’n easy for everyone 


write to: by furnishing you with 
the most preferred in 
Rett 
DENOYER-GEPPERT COMPANY AND UNIFORMS... . 
Call our salesman or us 
soon. 


If your interest is in charts, also ask for the new Catalog 
FC54, dealing exclusively with our chart importations .. . hitehoue 
of course, our own Kampmeier Charts also deserve full 


consideration. CHICAGO 10 


5239 Ravenswood Avenue Chicago 40, Illinois 




















Carr Drug Company, Inc. 


Muncie, Indiana 
1913 1954 
FORTY-ONE YEARS SERVICE 
DIRECT BY MAIL 


to Physicians and Hospitals 


Parcel Post Prepaid P fees 


TABLETS MICHAEL J. CORRELL 


VITAMINS | Who helps Catholic Hospitals select nourishing 
foods at economical prices. 





INJECTABLES 
SUPPLIES 














FOOD INDUSTRIES, INC. 
TWO PLANTS TO SERVE YOU 


559 W Fulton Street 1208 E. San Antonio St 
Chicago 6, Illinois San Jose, Calif 


Send for Catalog 























HOSPITAL PROGRESS 














Nursing News 
(Concluded from page 101) 


ticipants an opportunity to work on 
problems of their own schools or 
agencies. Fee will be $25. Oppor- 
tunity is available for graduate stu- 
dents to earn from two to four hours 
of credit through independent study 
in connection with the workshop. 


Mrs. Mary Tschudin, assistant dean 
of the school of nursing, and Dr. Ole 
Sand, director of the Curriculum Re- 
search Project in Basic Nursing Edu- 
cation, will serve as co-directors of the 
workshop. Members of the research 
staff and faculty of the school who 
have been conducting studies in basic 
nursing education will be available as 
resource people. 


Nursing . . . in the Catholic Press 


Our Sunday Visitor, April 11, 1954, 
Father Conroy’s column is devoted to 
“angels”, an article written by Miss 
Jean Nosnitsky, of Maryview Hospital, 
Portsmouth, Va., to which Father 
Conroy adds a word of encourage- 
ment... 


In The Texas Catholic, Saturday, 
March 27, Rev. John Lazarsky, chap- 
lain of Santa Rosa Hospital, San 
Antonio, Tex., writes of “The Catho- 
lic School of Nursing Today” and de- 
scribes the nurse as “the patient’s 
helpful cousin, the doctor’s able assist- 
ant, the patient’s family’s friend, the 
associate workers cooperative co- 
worker, the community's public ser- 
vant, the Church’s zealous apostle, and 
... a functioning member in Christ’s 
Mystical Body.” The work of these 
schools, writes Father Lazarsky, is im- 
portant not only to human health and 
happiness but also to giving vigor and 
concrete meaning to our faith as 
Catholics. 


And, Catholic Nurses .. . 
In the Press 


“Hospital Nursing and Its Prob- 
lems,” by Sister Charles Marie, C.C.V.L., 
an address given at the Alamo Area 
Hospital Council, Kerrville, Tex., pub- 
lished in the March, 1954 issue of 
Texas Hospitals, will be translated into 
Spanish by the publishers of E/ Hospi- 
tal for South American consumption. 


Sister Maria Paul LaPorte, a senior 
student in the undergraduate division 
of the school of nursing education, 
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Catholic University of America was 
awarded the second prize of $100 in 
the essay contest sponsored by the 
Chicago Medical Book Company on 
the subject of “Satisfactions in Being 
A Nurse”. Sister Maria Paul donated 
the prize money to the scholarship 
fund of the nursing education alum- 
nae at Catholic University. Sister M. 
Theresine, C.S.A., St. John’s Hospital 
School of Nursing, Cleveland, Ohio, 
and Miss Kathleen Vernimont, St. An- 
thony Hospital School of Nursing, 
Carroll, Ia., were among the students 
receiving honorable mention. 


Priorities in Need for 
Funds in Nursing Education 


According to a statement prepared 
by the board of directors. of the Na- 
tional League for Nursing, scholarship 
aid to graduate nurses in supplement- 
ary and advanced degree programs 
should be given the highest priority in 
any plan of financial support for nurs- 
ing education. The statement points 
out that the most fundamental prob- 
lem is that of an adequate supply of 
qualified personnel to fill teaching 
and supervisory positions in nursing 
service and nursing education. 
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INDIANA 


St. John’s Hospital, Anderson 


The proposed annex to Raphael 
Hall, student nurses’ residence at St. 
John’s Hospital, Anderson, Ind., will 
cost an estimated $425,000 and will 
house 90 students. St. John’s Hospi, 
one of the four units affiliating with 
the Holy Cross Central School of 
Nursing is responsible for providing 
18 months of the school’s three-year 
nursing curriculum. Sister M. Petro- 
nilla, C.S.C., is administrator of the 
hospital and Sister Ann Miriam, C.S.C., 
is director of nurses. 


NEBRASKA — 
St. Joseph’s Hospital, Omaha 


With the completion of the en- 
larged dietary department at Creighton 
Memorial St. Joseph’s Hospital, 


Omaha, a five-year program including 
construction and expansion of service 
departments to fulfill the needs of ad- 


ditional patient facilities, has reached 
its climax. 

A two-story administrative unit to 
house the business offices and medical 
record department is planned for the 
coming year. On the ground floor 
of the structure, which will be erected 
in the court just east of the hospital’s 
main entrance, will be a new central 
service department. 

The first construction work, which 
got under way in the late fall of 1948, 
was the six-story Our Lady of Victory 
Unit to house the psychiatric and 
neurological department. This unit 
also contains the polio rehabilitation 
center and the occupational therapy 
and physical therapy departments. 

Second phase of the building pro- 
gram was the enlargment of the 
boiler house and laundry facilities, the 
addition of a new 375 HP boiler, new 
laundry machinery and other mechani- 
cal equipment. The third step included 
the building of an addition to the 
kitchen unit to provide larger quarters 
for the dietary department and to per- 
mit removal of the special diet kitchen 
to the area immediately adjoining the 
main kitchen. 

Other special improvements include 
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a new milk formula laboratory adja- 
cent to the new kitchen, a new morgue 
with a four-unit stainless steel body 
refrigerator, larger facilities for clinic 
service, a pathological laboratory, and 
a new central linen service. 

The total expansion program in- 
volved an expenditure of $2,500,000. 


KENTUCKY 
Rosary Hospital, Campbellsville 


Federal approval for the construc- 
tion of a nurses’ home and addition 
of eight more hospital beds at Rosary 
Hospital in Campbellsville has been 
received. The project, which will 
cost approximately $57,075 with Fed- 
eral participation of $28,537.50, will 
include a bigger waiting room and a 
fire-alarm system for the hospital. 


NEW YORK 
Our Lady of Lourdes, Binghamton 


The original Lourdes Hospital struc- 
ture will be demolished to make way 
for a new $650,000 administration 
building according to an announce- 
ment by John D. Ross, chairman of 
the institution’s advisory board. 

The hospital group was the center 
part of the area which is to be demol- 
ished. It was built about 38 years ago 
as a private dwelling and became 
known as the Corbett residence. The 
building was converted into a hospital 
in 1925. 

It contains administrative offices 
and living quarters for the Sisters of 
Charity of St. Vincent DePaul who op- 
erate the hospital. 

Tentative plans call for construc- 
tion of a four-story administration 
building about 45 by 110 feet. The 
new structure will house six operating 
rooms, in addition to living quarters 
and administrative space. 

The hospital’s new west wing, built 
at a cost of $1,560,000, is now in op- 
eration. 

Therapy rooms will be located on 
the ground floor, the first and second 
floors will house patients and the third 
floor is designed for the use of mater- 
nity patients. 

As space for patients was made 


available in the west wing for transfer 
of patients, the east wing of the hos- 
pital was redecorated. 

Our Lady of Lourdes hospital re- 
cently received full accreditation from 
the Joint Commission. 


GEORGIA 
St. Joseph’s Infirmary, Atlanta 


For several months now, the new St. 
Joseph’s Infirmary in Atlanta, has been 
in operation. 

The new building offers a pediatric 
floor and three medical and surgical 
floors; a floor of utilities: x-ray, lab- 
oratory, physical medicine, pharmacy, 
pathology laboratory, central sterile 
supply, and surgical suite; a new diet- 
tary department equipped with the 
meal-pack system; laundry with linen 
and sewing rooms; admission and fi- 
nance offices. 

Space formerly occupied by some of 
the above mentioned departments now 
houses an electroencephalography lab- 
oratory and a cardiology laboratory. A 
new obstetrical department is now in 
use and in the near future a new di- 
agnostic out-patient clinic and emer- 
gency department will be completed. 


ILLINOIS 


St. Francis Hospital, Evanston 


A new three-story, concrete and 
steel power house is being planned for 
St. Francis Hospital, Evanston, accord- 
ing to an announcement by Sister M. 
Stephanina, administrator. 

The building, which will be approx- 
imately 65 by 110 and 50 feet high, 
will house the power plant, an addi- 
tion to the present laundry, extended 
sewing rooms and maintenance shops. 
Connected by tunnel to the main hos- 
pital building, it will be erected ad- 
jacent to the present power house in 
the rear of the hospital. A yellow- 
brick facing will be used in order to 
conform with the other buildings. 

Three new coal-fired boilers will be 
installed in the power plant, with 
basement ash removal and overhead 
storage bunkers. In one part of the 
basement will be locker rooms for the 
employees. The building will add 
much-needed space to the laundry, 
sewing room and linen room. 

A 150-kilowatt Diesel generator set 
will also be installed in the new plant 
for emergency purposes. Completion 
of the project is expected within a 
year. 
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ARKANSAS 
St. Vincent’s Infirmary, Little Rock 


With the completion of a new 
building for St. Vincent's Infirmary, 
Little Rock, some 75 rooms were con- 
verted for use as a home for aged and 
convalescent patients. The home, 
which will be the largest in Arkansas 
for the aged, will be called Our Lady 
of Nazareth Home. Operated by the 
Sisters of Charity, its facilities will also 
be available to Negroes. The home 
will not be a charity institution. En- 
dowment funds are not available. 

The area of the former St. Vincent 
Infirmary which was used for the new 
home includes the five-story maternity 
annex, which was opened in 1939, and 
the rooms on the first and second floors 
of the main building. The fourth 
fioor, formerly used for pediatric cases 
will be closed, but no decision has 
been made about this area. 


CALIFORNIA 
Mercy Hospital, San Diego 

Mercy Hospital's Pre-Natal Clinic, 
which has helped needy mothers in the 
birth of 1,240 children, recently cele- 
brated its fifth anniversary, although 
no special ceremony marked the event. 

Operated for the benefit of mothers 
“who really are not county cases but 
who simply don’t have the money to 
pay for hospital expenses,” the clinic 
is a charity of the Sisters of Mercy. 

It offers a free prenatal check 
weekly for six weeks, delivery of the 
infant and three days in a ward, and 
a full year’s pediatric care. Four doc- 
tors—two obstetricians and two gyne- 
cologists—offer free services in the 
clinic. 

In the well baby clinic, all baby 
shots and other care are provided and 
mothers purchase medicine at special 
rates. 

A Marian project this year provides 
for free hospitalization for those hav- 
ing their seventh or more child. Each 
month, two or three mothers use this 
offer. 


CONNECTICUT 
St. Joseph’s Hospital, Stamford 


Congratulations are certainly in 
order for St. Joseph’s Hospital in 
Stamford. A recent issue of This 
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Month at the American Hospital | 


Association carries the following item: 
“We have just received the beautiful 
annual report of the Stamford Hospi- 
tal, Stamford, Connecticut. One nice 
feature in the report is special mention 
of appreciation for the cooperation of 
its neighbor, St. Joseph’s Hospital in 
Stamford, cooperation which relates 
to avoiding competitive fund-raising. 
This is a fine evidence of two hospitals 
working together to serve a com- 
munity.” 


IDAHO 


St. Joseph’s, Lewiston 


A new posting machine has been 
installed in the accounting department 
of St. Joseph’s Hospital in Lewiston. 

The hospital’s auxiliary has donated 
an isolette to the nursery and another 
was donated to the pediatrics depart- 
ment by an anonymous donor. A time 
clock was also installed by the auxil- 
iary. 


IOWA 
Holy Family Hospital, Estherville 


Approximately 650 people toured 
Holy Family Hospital in Estherville, 
on the occasion of its tenth anniver- 
sary open house. The tour included 
the record department, medical library, 
x-ray and treatment rooms, laboratory 
and pharmacy, chapel, kitchen and 
laundry rooms, delivery room and 
nursery room on the fourth floor, sur- 
gery on the third floor and medical 
patients on the second floor. 

The affair was sponsored by the 
Emmet County Medical Society auxil- 
iary for the Sisters of the Sorrowful 
Mother who operate the hospital. 


KANSAS 
St. Anthony’s Hospital, Hays 


An item in a recent edition of a 
local newspaper carried a very exten- 
sive story concerning the occupational 
therapy department at St. Anthony's 
Hospital. 

According to the article, it has been 
two years since Sister Mary Josephine, 
assistant director of St. Anthony 
School of Nursing, started an occupa- 
tional therapy program of her own for 
the chronically ill patients at the hos- 
pital. Sister asked friends for scraps 
of yarn, for old jig-saw puzzles, for 
thread, in fact for anything which was 
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superfluous in the home but which 
might be converted into useful or 
ornamental objects. The idea grew 
slowly but it was impressed upon doc- 
tors, nurses and relatives who saw the 
results of interesting an invalid in 
doing something for himself and 
teaching him how to do it. With the 
meagerest of equipment and limited 
time for giving instruction Sister 
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Mary Josephine inaugurated an occu- 
pational therapy activity which today 
is bearing fruit in a way that brings 
only praise and admiration from pa- 
tients who are benefited and from 
everyone who sees it in operation. 
The occupational therapy program 
at St. Anthony’s Hospital had the 
sympathy of the entire hospital per- 
sonnel from the start but there was 
not much that could be done without 
a budget to work on and only minor 
help from the outside. Soon, however, 


Low Sundae Cup 


*Scavullo Pat. 





the hospital auxiliary became inter- 
ested and donated $50 for the purchase 
of materials with which patients could 
work; other friends gave smal! 
amounts of money and materials. The 
auxiliary which conducts a_ notior 
nook at the hospital included products 
made by these patients in its mer- 
chandise and money derived from the 
sale goes into the purchase of addi- 
tional materiais. Members of the 
auxiliary also unanimously sponsored 
a move to provide a small income 
monthly to the occupational therapy 
department. 

What the patients make is for them, 
however, if they care to give it to the 
notion nook for sale or if they wish 
to make replicas of their first work, it 
can be sold by them or by the hospital. 
The hospital furnishes materials to 
keep the hands and the minds of long- 
term patients busy and according to 
Sister Mary Josephine the idea has 
paid many times over for the money 
and the time invested. 

Recently a mobile cart to take sup- 
plies to the beds of patients was don- 
ated and as a result greatly simplified 
the work of those interested in the 
work. It was given by C. B. Edwards 
of Phillipsburg who at one time was 
a patient at the hospital. 

Last year the Business and Profes- 
sional Women’s Club of Hays had 
occupational therapy as a club project 
and Miss Bertha Lewis and other 
teachers gave special school instruc- 
tion to small patients so they would 
not lose grades in school. The or- 
ganization also made money donations. 

The American Legion Auxiliary has 
helped with the donation of supplies 
as has the V.F.W. Auxiliary with both 
money and supplies. Private persons 
of La Crosse have also helped with the 
work. 

The occupational therapy depart- 
ment is not self-supporting as yet but 
it has found a permanent place at St. 
Anthony’s, according to hospital au- 
thorities. 


St. John’s Hospital, Salina 

A new pediatric department will 
soon be completed at St. John’s Hos- 
pital in Salina. It will be located on 
the first floor in the hospital’s new 
wing. Plans call for accommodations 
for 15 children ranging in age from 
infants to children 15 years old. 

The children’s department at the 
hospital outgrew the rooms previously 
used for this purpose. 
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St. Francis Hospital, Wichita 





Under the sponsorship of St. Francis 
Hospital in Wichita, the Division of 
Services for the Blind, and the Depart- 
ment of Social Welfare for Kansas, a 
canteen has been opened at the hos- 
pital. 

Located on the ground floor of the 
hospital, the canteen is operated by 
Otis Turner, former assistant state fire 
marshal, who was blinded in the line 
of duty, and Frank Distifan, former 
Boeing employee. 

Mr. Turner and Mr. Distifan will 
be the only ones making a profit for 
the canteen. 

The newly decorated room and 
utilities were made available by the 
hospital; the state agency owns the 
equipment. 

Harry Hayes, director of Services 
for the Blind, explained that the oper- 
ation of the canteen is a part of the 
rehabilitation program for the blind, 
and will be supervised by the state 
agency. The stand operation is part 
of the business enterprise program for 
the blind, and the agency will retain 
ownership of stock and equipment to 
maintain job opportunities for blind 
persons. 

The new canteen is the first to be 
operated in St. Francis Hospital and 
is in the center section of the hospital 
which has just been remodeled. 


TEXAS 


St. Mary’s Hospital, Port Arthur 


Sister Margaret Mary, who had been 
stationed in the business office at St. 
Mary’s Hospital in Port Arthur, has 
been named Administrator of St. 
Frances Carbrini Hospital, Alexandria, 
La. 

A recent addition to the staff at St. 
Mary's is Sister Mary Verona. 

Installation of a more advanced and 
modern system of oxygen administra- 
tion has been completed at the hospi- 

‘tal. The new system consists of cop- 
per pipes which carry oxygen into 
each room, nursery, pediatrics, surgery 
and delivery rooms as well as the 
Claver Clinic. +% 











Reporters please note: 
Deadline for the August 
issue is June 23. 
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Deodorant 


























Recently we received the follow- 
ing from the Mother Superior of a 
Southern Hospital: 


‘Herewith is our order for BIG D. 
One of our patients brought a bottle 
to his room. It was such an effective 
deodorant that we want to try it on a 
large scale.” 


BIG D can be the answer to the 
odor problem in your hospital, too.* 



















LE FEVRE CHEMICAL COMPANY 


1637 WEST MAIN STREET 
OKLAHOMA CITY, OKLAHOMA 












*Ask your surgical supply dealer 
for a free demonstration. 










C. R. Bard, Inc., Offers 
New Bardic Line 


A new moderately priced line of 
Bardic Catheters and Tubes with 
many distinctive features is being in- 
troduced by C. R. Bard, Inc., accord- 
ing to an announcement by H. L. Wil- 
lits, vice-president. 

The new Bardic line is made of a 
new vinyl compound especially devel- 
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Savory keeps toast orders moving! 


Savory speeds up your toast service. It’s so quick and easy to load, 
there’s always room for loading on its continuously moving con- 
veyor. And there’s always toast for serving, too. It unloads itself 
automatically, so there’s no waiting, no conflicts, no confusion — 
just crisp, delicious toast; as much as you want, as fast as you 


want it! 


Lowest Operatin g Cost 


A Savory has the lowest operating cost in the commercial toasting 
field. Gas models operate on any type of gas, for as little as 34 of 
a cent per hour. All-electric units have low connected load and 


comparably low operating costs. 


“Ask your gas company for Proof of Profits through 
the use of modern equipment.” 


EQUIPMENT, INCORPORATED 
al 119 Pacific Street, Newark 5, N. J. 


Sold by Leading Dealers Everywhere 
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oped by United States Catheter and 
Instrument Corp. These new Bardic 
items have a glazed, glassy-smooth sur- 
face both inside and outside. Also, 
each catheter and tube has the exactly 
correct pliability so that they are easily 
introduced. 

One important feature is the uni- 
formity of the funnels which are the 
same shape and size on all catheters 
and tubes irrespective of the size of 





| 
Always toast 
for serving 



















the shaft. The funnel was especial!» 


designed to provide an easy, perfect fi 
on a catheter tip syringe. 

Better fluid flow is permitted by th 
large lumen, smooth inside surface an. 
large eyes. The unusual strength c: 
the walls resists collapse when su 
tion is applied. 

Even extreme tests of autoclaviny 
and boiling have had little effect on 


the appearance and usefulness of thes: 


Bardic Catheters. Moreover, their 
non-porous surface makes them easy 
to clean and disinfect in cold solu- 
tions, such as inexpensive Detergicide, 
with a valuable saving in time and 
money. 

Long shelf-life is assured because 
they will not crack or become tacky 
due to oxidation, heat or light. 

Besides the Bardic Nelaton Catheter 
and Bardic Robinson Catheter, there is 
a Bardic Rectal Tube, Bardic DeLee 
Infect Tracheal Catheter, Bardic Nasal 
Oxygen Tube and Bardic Levin Tube. 
All Bardic items are available in a 
complete range of sizes and are stocked 
by leading dealers. 

A complete set of Bardic Catheters 
and Tubes will be sent to any hospital 
without charge on request to C. R. 
Bard, Inc., Summit, N. J. 


Milapaco Presents 
Two New Designs 


Among the new designs introduced 
by Milwaukee Lace Paper Co. are the 
new Moderne matching place mat 
(No. 37670) and cocktail napkin 
(No. 52232), and the unique, colorful 
“Jungle Pool” tray cover. 

The Moderne matching set, in a 
brown-and-tan color scheme, features 
a place mat modernistically illustrated 
with various food dishes and a cock- 
tail napkin with a beverage motif. 


The Jungle Pool tray cover appeals 
particularly to children, with its bril- 
liant array of animals that can be 
colored with crayon after use. 


Dual Purpose Easy Chair 


A new dual purpose easy chair, 
with an adjustable back, is now being 
marketed by the Hard Manufacturing 
Company of Buffalo, N. Y. When 
back is upright, it serves as an at- 
tractive easy chair for patient and visi- 
tor use; when back is adjusted to a 
reclining position with ottoman the 
chair provides comfortable sleeping 
surface for attendant or relative. The 
instantaneous conversion from sitting 
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i) sleeping position eliminates many 
of the problems normally caused when 
offering sleeping-in facilities. 

Of exclusive life-long design, the 
Hard dual purpose chair has reversible 
innerspring seat and back cushions and 
removable seat cushion retainer. Arms 
are available in metal, wood or match- 
ing upholstery. When in upright po- 
sition, the extended rear safety legs 
protect walls from marring. 

The chair is available in a wide color 
range and colorful plastics upholstery. 
Upright dimensions: Height of back 
39”. Seat area 21” x 22”; Floor area 
24” x 38”. Hard Manufacturing Co., 
117 Tonawanda St., Buffalo 7, N. Y. 





New Literature 


Wyandotte Chemicals 

A condensed catalogue of 15 Wy- 
andotte products for dishwashing, san- 
itation and maintenance operations 
is now available. This form contains 
ideas which should either improve 
quality or lower costs, or both, in 
nearly every type of business per- 
forming these time and labor-consum- 
ing duties. 

Copies of this money-saving form 
may be secured from the resident Wy- 
andotte sales and service supervisors, 
from leading food industries jobbers, 
from Wyandotte Chemicals district 
sales offices and from Wyandotte 
Chemicals Corporation in Wyandotte, 
Mich. Ask for Form 2164. 


Angelica Uniform Company 

A free copy of the new 1954-55 An- 
gelica catalogue, illustrating and de- 
scribing over 200 washable uniforms 
for male and female employees, is now 
available on request. 

Of these, 28 are nylon styles offered 
in various weaves and blends, includ- 
ing Velva-Glo nylon, nylon-taffeta, 
seersucker nylon and _ nylon-orlon. 
Other important materials for women’s 
uniforms in the Angelica catalogue are 
luxtraply poplin, monte cloth, aire-lite, 
and ginghams. Featured among men’s 
iniforms are such well-known fabrics 
as army twill, galatea and duck. 


Innovations in styling and design 
include: a new patent-pending under- 
arm construction feature for greater 
wearer-comfort, introduced on a lux- 
traply poplin style; a uniform made of 
luxtraply poplin to be worn with three 
interchangeable accessory sets; and a 
new white nylon blouse—black nylon- 
taffeta skirt combination. 

A free copy of the Angelica Uni- 
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form Catalogue may be had by writ- 
ing your nearest Angelica Branch Of- 
fice: 1419 Olive St., St. Louis 3, Mo.; 
107 W. 48th St., New York 36, N.Y.; 
117 N. Michigan, Chicago 1, Ill.; and 
110 W. 11th St., Los Angeles 15, Calif. 


Ohio Chemical & 
Surgical Equipment Company 

“Save those seconds and save a 
life!” advises a new folder describing 
the portable Kreiselman bellows-type 
resuscitator, a product of the Ohio 




















SEPTISé Uh 


with HEXACHLOROPHENE, 


ANTISEPTIC 
LIQUID 
SOAP 








Regular washing with | 
SEPTISOLformsan {= 
invisible but pro- 
tective film on the 
skin, which through 
cumulative action 
keeps on killing 
bacteria—even 
many hours after 
washing—with com- & 
plete skin safety. e 
























INCORPORATED 


Chemical & Surgical Equipment Co., a 
division of Air Reduction Company, 
Inc., Madison 10, Wis. 

The folder emphasizes the ease with 
which the unit may be placed in serv- 
ice, its efficiency in supplying oxygen 
to the lungs, and its ability to remove 
toxic gases and prevent the accumula- 
tion of carbon dioxide. 

If oxygen is not available at the 
moment, the unit can be operated on 
air alone. Oxygen can be added upon 

(Continued on page 110) 
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ST. LOUIS 10, MISSOURE 












New Supplies 
(Continued from page 109) 


arrival without interrupting the pro- 
cedure. 

To obtain a copy of the folder, write 
to Ohio Chemical, requesting Form 
No. 2137. 


ipco “Pan-Drape” Makes Neat, 
Disposable Bed Pan Cover 


The Ipco Pan-Drape is an ideal re- 
placement for makeshift yet costly 
cover cloths that demand constant 
lJaundering. Ipco’s exclusive Pan- 
Drapes are made of a specially em- 
bossed cellulose material that drapes 
the bed pan completely and clings to 
it like cloth. Highly absorbent, Pan- 
Drape assures safe, instant flushability 
within the bed pan washer-sterilizer. 
They handle easily, quickly, quietly via 
a specially designed stainless steel 
container-dispenser that sets on a 
shelf or can easily be mounted on a 
tile wall. 

Samples are available upon request 
by writing to Dept. HP, Institutional 
Products Corp., 161 Sixth Avenue, 
New York 13, N. Y. 


Cutter Saftiset with Needle 


An entirely new approach to an in- 
travenous set with needle combining 
adaptability of use with additional 
safety has been announced by Cutter 
Laboratories, Berkeley, Calif. The 
important improvement of this ex- 
pendable set is the flexible plastic 
shield covering the nylon needle adap- 
ter and detached needle. 

By having the needle detached in- 
side a plastic case, the Cutter Saftiset 
with Needle, unlike sets with needle 
attached, permits these three extra ad- 
vantages: (1) the detached needle in- 
sures complete sterilization of all sur- 
faces; (2) the needle can be attached 
just before administration so the op- 
erator knows sterilization has not loos- 
ened it; and (3) the detached needle 
in the shield permits a choice of an- 
other needle or allows the needle to 
be used with syringe first, if desired. 

The new “with needle” set also has 
all the other features of the Cutter 
Saftiset, including a built-in “Bend the 
Blue” flow control clamp and a rigid 
polystyrene drip meter with an accur- 
ately calibrated drip rate. 

The standard needle size on the set 


Cutter Saftiset with Needle 


is 20 gauge 114” but other needle sizes 
are available on special order. 


H. J. Heinz Company Offers 
Spill-Proof Baby Tumbler 


The new H. J. Heinz Company 
child care offer—a Spill-Proof Baby 
Tumbler made of nylon and described 
as “practically indestructible’—was an- 
nounced recently. 


The new nylon tumbler, whose de- 
sign is identical to the plastic tumbler 
which the company has been issuing 
to new mothers for 25¢ and six Heinz 
Baby Food labels, is expected to be 


(Continued on page 112) 





19,000 Sparkling 


Glasses & Dishes toa Gallon of 


E-Z SUDS 


Liquid Detergent 


SAVES YOU MONEY! 


A few squirts of the exclusive E-Z SUDS 
dispenser gives you a sinkful of suds. You 
use only as much as you need. 


SAVES YOU TIME! 


E-Z SUDS works fast, requires a minimum 
of effort, yet gives you sparkling, san- 
itized dishes and glasses. Wonderful for 
pots and pans. 








t controlled 
Lepore DS takes the 


g. 
queues’ Unconditionally 


ishwashing, your SUDS 


lan 
gy budget 


dishwashing 
accurately. 


Institutional Supply Co. 


71-73 Murray Street, New York, New York 


SAVES YOUR HANDS! 


is as mild on the hands as 
the finest toilet soap. 
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ou'll be delighted...! ¥ 
with the 
improved... 


— TANDARD APPAREL COMPANY 3 
~ 1815 E. 24th Street 


Cleveland 


full sweep 


CAPE 


Just refashioned 

by a foremost 
designer, the new 
Standard-ized Cape 
# will flatter your profes- 
F sional appearance 
-: with its added 
’ smartness and more 
perfect fit. 


Write for 
free folder 


14, Ohio 
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Sere. Serving the profession, ps4 for over 29 years 
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BE FUE Ey 
T hink of all the reasons why you 
should mark everything with Cash’s 
Woven Names—and you will! Marking 
insures positive identification—no lost, 
mislaid or misused linen or clothing; the 
right thing in the right place; fewer ar- 
guments; less danger of contamination; protection for patients, 
nurses, doctors, hospitals; greater efficiency and economy. The 
name of hospital or personal owner woven into a Cash’s Name 
Tape guards your belongings permanently. 

Cash’s Names stand boiling, won’t run or fade. Easy to attach 
with thread or Cash’s NO-SO Boilproof Cement. (35¢ a tube.) 

Ask your Dept. Store or write us your requirements. 


4 


co Personal Name Prices 
6 Doz. $2.75 12 Doz. $3.75 


9 Doz. $3.25 24 Doz. $5.75 


a 
Oe 









South Norwalk 14, 
Conn. 


or 
112 West Ninth St. 
Los Angeles 15, Calif. 
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BURROWS 
4/2 POUND 
Aluminum 
UTILITY 
SCREEN 























Lightweight — So easy for nurses to lift and move. 


Sturdy — Aluminum tubular frame with TIP- 
PROOF design to protect against fall- 





Long Lasting — Anodized aluminum will not rust, tar- 
nish or peel in a lifetime of use. 


Sanitary — Plastic curtains are easier to keep 


spotless. 


PRICED AT ONLY $29.50 each— 
order or write for circular today. 


tHe BURROWS co. 


SUPERIOR HOSPITAL SUPPLIES 
325 W.H Chicago 10, Illinois 
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“SYMPTOMS: 


Loose Bricks 

Crumbling Mortar 

Damp Interior Walls 
Flaking Plaster and Paint 


TREATMENT: 


WESTERN WATERPROOFING CO. 


Tuckpointing 

Building Cleaning 

Sub-Surface Water Protection 

Concrete Restoration 


Dace water and weather damage has started | 
its insidious work on your building, it can ad- 
vance with unbelievable speed—paving the way 
for serious deterioration and staggering repair 
bills. The time to stop this damage is NOW. 


WRITE TODAY (for inspection and estimate 


of needed repairs. 


1\, 
WES TERN 
_ ATERPROOFING CO., INC. 
INC. 


Louis 1, Missouri 


SERVICE 










A Missouri Corporation 


RESTORATION COMPANY, 
1223 Syndicate Trust Bldg. » St 


NATIONWIDE 





A Message To Dietitians: 


I firmly believe that penny for 
penny, our products offer the 
greatest value in quality, taste, 
efficiency and savings for use in 
quantity cooking—baking—sum- 
mer beverages, etc. 


BL res 


Send for free recipe book. Order 

today from you oe or 
ite company direct. 

LEMON — LIME ORANGE CRYSTALS 
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particularly useful to hospitals, schools 
and other institutions working in the 
field of child health and feeding. It is 
being offered in either blue or pink. 


A company spokesman pointed out 
that the tough nylon tumbler is the 


| “ideal answer” for children afflicted 


with or recovering from cerebral palsy. 
conducted by the company 
showed that it is almost impossible 
for a child to damage the new nylon 
tumbler with his teeth. The perfo- 
rated mouthpiece on the tumbler also 
controls liquid flow, helps to prevent 


| choking and gagging, and likewise 


serves as an excellent teething tool. 


The company is making the nylon 
tumbler available for 50¢ and 12 
labels from any of the Heinz Strained 
or Junior Foods and Pre-Cooked Ce- 
reals. Company sales branches across 
the country are in charge of distrib- 
uting the premium forms by which the 
tumbler can be ordered. 

In addition to the new premium, the 
company is continuing to issue its 
Spili-Proof Tumbler in styrene plastic, 


What do they want ina | 
cold disinfectant procedure ? | 
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( THEY MEAN Pheneen » 





eee 


Pheneen’s germicidal quaternary ammonium 
compound in 1% concentration (1:100) protects 
fine surgical instruments for prolonged periods. 
Extreme potency means economy because fre- 


quent solution changes are not required. 


Low surface tension assures quick penetration 


which destroyscreviced micro- 
organisms. Supplied in quart £ 
and gallon bottles with com- © 
plete instructions for use. 
Write for free sample. = 


PHYSICIANS and HOSPITALS SUPPLY CO., INC. 


Dept. G e Minneapolis 3, Minnesota 
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Alkyl dimethyl benzyl 
ammonium chloride 1% with 
special rust inhibitor. 


and has also announced the availabil ty 
of a new scientifically developed Bay 
Spoon with a longer handle to faciii- 
tate child feeding directly from tie 
baby food container. The latter will 
be mailed upon receipt of 20¢ and six 
baby food labels. All premiums are 
being redeemed by H. J. Heinz Co,, 
Box 57, Dept. 255, Pittsburgh 30, Pa. 


Angelica Offers Reference Chart 
for Employees’ Uniform Sizes 


A new chart for keeping a perma- 
nent record of employees’ uniform 
sizes is available as a free service fea- 
ture by the Angelica Uniform Co. It 
is an up-to-date version of the chart 
that Angelica offered two years ago. 
The chart is called the “Ready Refer- 
ence of Employees’ Uniform Sizes” 
and has space to record the sizes of 
25 employees. 


Printed on the reverse side of the 
size reference chart is a uniform meas- 
uring chart and instructions for or- 
dering dresses, coats, pants and caps. 
The card is printed on heavy file card 
stock and will fit into any normal size 
file drawer. 


Changes made to make the chart 
more helpful to buyers include the 
addition of space allowance for the 
collar sizes of shirts and bringing the 
comparative size chart up-to-date so 
that it will conform with the current 
size measurements. 


Copies of the chart may be had by 
writing to the Angelica Uniform Com- 
pany, 1427 Olive St., St. Louis 3, Mo. 


New Hill-Rom Bedside Unit 


The Hill-Rom Company, Inc., of 
Batesville, Ind. recently announced 
production of the new Gammill Table 
bedside unit. Designed with the as 
sistance of Mr. Lee C. Gammill, direc 
tor of St. Luke’s Hospital and Texa: 
Children’s Hospital of Houston, Tex 
the Gammill Table combines the ad 
vantages of a bedside cabinet an 
over-bed table, with other features, it 
one compact unit that places the bed 
side necessities within easy reach 0! 
the patient. 

The entire unit, including both cab 
inet and over-bed section, is easily ad 
justable to convenient height by eithe: 
the patient or nurse and as a resul' 
the Gammill Table is ideal for use 
with the High-Low Beds. 

A vanity compartment, with mirror. 
is built-in for shaving or make-up. 

(Continued on page 114) 
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This... Joins in a Jiffy...with this 





“Flowing Action 
Curtain Track* 





Slider Tape* 
sewed on 
curtain 
For Cubicles and X-Ray Rooms 
Proved and praised in leading hospi- 
tals. Easy to install in existing rooms 
or new construction. Easy to Order: 
Quotations promptly submitted from 
your sketches or blue prints. 


Lily Pou 
SILENT <<< 


Works with or without pull cord 
... for all kinds of window, curtain 
and drapery treatments. Fabric 
“flows” in utter silence. Hangs 
beautifully. No hooks, no rods, no 
pins. Easy as abc to take down, put 


up after cleaning. 
JIFFY JOIN, INC. 


153 West 23rd St. New York Il, N.Y. 
or 











*Patented 




















ONE DOZEN 


FREE 


WITH EACH 2 DOZEN 
YOU BUY 


Liquid Beverage Base Concentrates 


Grape @ Cherry e@ Orange 


Lemon e_ Lime 


Pint Bottle Costs $1.95 — Makes 1212 Gallons 


Under 15¢ per finished gallon 


ORDER 3 DOZEN @ $1.95 per pint bottle, 
pay for 2 dozen, get 1 dozen free. 


BERNARD FOOD INDUSTRIES 


Main Plants 


1208 E. San Antonio 
San Jose, California 


559 W. Fulton 
Cricago 6, Illinois 
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217 South Robertson Blud. Beverly Hills, Cal. 














A 12-HOUR VAPORIZER 


PHYSICAL MEDICINE 
and REHABILITATION 







‘VAPOR-ALL’ 
VAPORIZERS 


Ripe 


This APPROVED vaporizer has every de- 
sirable feature for the treatment of res- 
piratory ailments. It is giving eminently 
satisfactory service in hundreds 


of hospitals. It is automatic. 

It is simple to operate. HOSPITAL MODEL EV24 
IMMEDIATE $19.95 
SHIPMENT West Coast Price Slightly Higher 


Order from your dealer; if not available order direct from 


SANIT-ALL PRODUCTS CORP. “*grwict 


Makers of Baby-All Formula Sterilizers — Bottle Warmers — Nursers 














americas finest 





®@ dependable delivery 
@ quality tailoring 
®@ superior fabrics 
© competitive prices 
For Complete Details and Free Catalog, 
write to: 
BRUCK’S 
Dept. H. P. 6 


387 FOURTH AVENUE 
New York 16, N. Y. 
BRANCH OFFICES IN: 
Chicago 
Detroit ® 











Pittsburgh 


% 


113 






























300 


Your Girls Will Love 
This Snowhite Style! 


It has every feature you want—nice lines, 
erfect tailoring, durable fabric, easy to 
aunder, economical. 

Style 300 is made of Snowhite Sanfor- 
ized Viking—a long staple cotton fabric, 
weight 2.50, thread count approximately 
56 in the warp and in the weave. 
Prices: standard sizes 32 to 44 inclusive 
in quantities of one dozen or more— 
White—$3.55 each. Colors—Rose, Tur- 
ua, Copen, Gray—$3.75 each. Prompt 
shipments. Satisfaction guaranteed. Try 
them now! 


SNOWHITE GARMENT MFG. CO. 


Milwaukee 4, Wisconsin 











FOR PATIENT 
PROTECTION 





The Posey Safety Belt 


Prevents patients falling out of bed. Cat. 
# S-141, $6.00. (Extra heavy construction 
with key-lock buckles, Cat. # P-453 $18.50 


each). Send for illustrated literature re- 
garding various types of restraints, body-leg 
cradles and other quality hospital equip- 
ment. 
J. T. POSEY COMPANY 
801 N. Lake Avenue 
Dept. C 
Pasadena 6, California 
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New Supplies 
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Five New Products by 
American Hospital Supply Corp. 


Following is a description of five 
new products which are sold exclu- 
sively by American Hospital Supply 
Corporation, General Offices, Evans- 
ton, Ill. 

Tomac Telescopic Bed Curtain: At- 
tached to bed or wall, the Tomac Tele- 
scopic Bed Curtain requires only a 
4’ x 7’ curtain, which averages about 
80 per cent less cloth to maintain, 
launder and handle when compared 
with conventional trolley type units. 
When not in use, curtain rod tele- 
scopes to one-third its length and 
swings away from the patient. Should 
doctor, nurse or patient inadvertently 
pull down on rod or curtain there’s 
no damage done; spring within as- 
sembly eases curtain back to original 
position when rod is released. It’s 
lightweight and easily installed. Neu- 
tral unpolished chrome finish blends 
with any decor—choice of curtain ma- 
terial and colors. 

Foley Arm Edema Stand: Devel- 
oped by W. T. Foley, M.D., of New 
York, this apparatus provides a com- 
fortable means of treating edema 
through prolonged elevation of the 
patient's arm. No muscular effort of 
the patient is required. Stand permits 
movement during sleep, may be used 
above either chair or bed. Employs 
a modified Russell traction with two 
pads of foam rubber bound loosely to 
the arm with elastic bandage. Coun- 
terweights balance the arm in maxi- 
mum elevation but do not exert a 
pull. Unit is made of 1” tubular steel 
with gray Surgalum finish and has 
three weights and arm sling. 

Nu-Boy Freez-A-Bank: This prod- 
uct keeps the patients’ drinking water 
cold. The stainless steel bottle is one- 
third filled—then frozen in the Freez- 
A-Bank. The nurse simply withdraws 
the bottle as needed, fills it completely 
with water and leaves it in the pa- 
tient’s room. The ice—frozen to a 
frigid 15° below zero—keeps the 
water cold up to seven hours despite 
room temperatures. Eliminates chip- 
ping of ice, running back and forth 
for cold water. Cabinet is 3214” wide, 
26” deep, 54” high, 6.1 cubic feet 
interior capacity. Cabinet has three 
shelves, which will hold 57 one quart 
stainless steel bottles. Baked enamel 
exterior finish, stainless steel interior. 


Foley Arm Edema Stand 


Freon F22. % H.P. compressor. 4” 
Fiberglas insulation. 

Tomac Adjustable Instrument Table: 
This sturdy stainless steel Mayo type 
instrument table has automatic lock- 
ing device and large removable tray. 
Tray is adjustable in height from 38” 
to 64’, automatically locks at desired 
height. To lower, simply depress the 
foot lever at the base and with one 
hand lower to desired level. Tray fas- 
tens securely to upright, remains sta- 
tionary at all times, may be removed 
for autoclaving simply by loosening 
screw lock. Tray is 15” wide, 25” 
long, %” deep. Base, 1” tubing, up- 
right, 2” tubing. 

Tomac Nylonite Mattress Covers: 
Because it’s nylon-cloth-inserted and 
coated with a special rubber resin com- 
pound, Nylonite is safe in all kinds 
of sterilizing techniques. It is 75 per 
cent stronger than ordinary sheeting, 
yet 50 per cent lighter weight. Won't 
support a flame. Unaffected by oil, 
urine, phenol. Won't harden, stiffen, 
tear or “draw”. Contour corners for 
perfect fit; all seams are triple-stitche:. 
Protection for pillows, too—Tomac 
Nylonite Pillow Cases have wide zip- 
per closure. 


New Eli Lilly Product: 
Suspension ‘Co-Pyronil’ 


With the allergy seasons approacl - 
ing, Eli Lilly and Company offers 
liquid form of its best-known long 
acting antihistaminic. The new proc 
uct is Suspension ‘Co-Pyronil’ (Pyrro- 
butamine Compound, Lilly), which i 
golden-colored and has a coconut-va 
nilla flavor approved by Lilly’s uniqu: 
Junior Taste-Test Panel. 
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The more than 100 children who 
chose the flavor of Suspension ‘Co-Py- 
ronil’ also selected its golden color 
because they associate the color with 
a pleasant taste. 

The oral suspension extends the 
therapeutic usefulness of the ‘Co- 
Pyronil’ formula, making it available 
on prescription to patients of all ages, 
including infants, and offering great 
flexibility of dosage. 

Two teaspoonfuls have the thera- 
peutic effectiveness of a single yellow 
and green pulvule for adults, while 
one teaspoonful is equivalent to the 
small red pulvule of Pediatric ‘Co- 
Pyronil.’ 

In the suspension the formula is a 
combination of long-acting ‘Pyronil’ 
(Pyrrobutamine, Lilly) as the nap- 
thalene disulfonate with short-acting, 
rapidly effective ‘Histadyl’ (Thenyl- 
pytamine, Lilly) and synergistically- 
acting ‘Clopane Hydrochloride’ (Cy- 
clopentamine Hydrochloride, Lilly), 
both as the hydroxybenzoyl benzoate. 


The over-all acceptability of the ‘Co- 
Pyronil’ formula may be based as 
much on the fact that effective doses 
cause almost no side reactions as on the 
fact that in nearly all cases complete 
clinical relief from allergic symptoms 
is obtained. 

Suspension ‘Co-Pyronil’ is indicated 
for relief of allergic symptoms, espe- 
cially nasal and ocular symptoms as- 
sociated with hay fever and vaso-motor 
rhinitis; and for treatment of urticaria, 
allergic spasm of the gastro-intestinal 
tract, and angioneurotic edema. 

The 
bottles. 


suspension comes in pint 


Three Products by 
Central States Paper and Bag Co. 


Bedside Waste Disposer: To pro- 
vide a handy, safe place for disposing 
of tissues and other waste by hospital 
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Bedside Waste Disposer 


JUNE, 1954 


patients, the Pro-Tex-Mor Bedside 
Waste Disposer has been introduced 
by the Hospital Division of Central 
States Paper and Bag Co., St. Louis 
15, Mo. The waste disposer is made 
of cadmium plated steel and opens or 
closes at the touch of a finger. It 
hooks over the side of the bed frame 
and can be quickly put on or removed. 

The disposable bags can be attached 
or removed in a matter of seconds and 
are made of flame-resistant paper to 
avoid danger from cigarette ashes. 
Use of the new Bedside Waste Dis- 
poser and the disposable bags elim- 
inates messy open waste cans and pins 
through linen. 

“Duet” Syringe Bags: <A new 
double compartment bag simplifies 
handling of hypodermic syringes in 
preparing them for the sterilizer. The 
Pro-Tex-Mor “Duet” Syringe Bags, 
have a seam dividing each bag into 
two sections, one for the barrel and 
the other for the plunger. This speeds 
handling of the syringes and eliminates 
the need of separately wrapping each 
part to prevent breakage. 

The “Duet” Syringe Bags are made 
of wet strength paper with waterproof 
seams to resist sterilization tempera- 
tures, and will not open or crumble. 
They come in sizes to hold 2 cc or 5 cc 
syringes, and 10 cc, with a printed 
code for quickly marking the size. 
This is printed on both sides, and 
after the two parts of the syringe are 
inserted and the top stapled, the 
Duet Bag immediately identifies the 
contents in any position, and main- 
tains sterilization until the syringe is 
ready for use. 

Bed Pan Cover: To save high costs 
for laundering and replacing towels, 
and the wear on sterilizers, the Hos- 
pital Division of Central States Paper 
and Bag Co., has introduced the Pro- 
Tex-Mor Bed Pan Cover. These in- 
expensive paper covers are flushable, 
and therefore instantly disposable. The 
bags completely cover the pan and are 
printed with space for writing in the 
patient’s name, date, doctor and room, 
where necessary. 


Appointments 
American Laundry Machinery Co. 


Mr. James M. Garvey, president of 
The American Laundry Machinery 
Company, Cincinnati, Ohio, has an- 
nounced three important organiza- 
tional changes in the company’s execu- 
tive staff. 

(Concluded on page 116) 
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YOUR 
NURSES 
BADGES 


BALFOUR 


has expert designers and 
facilities for producing fine, 
custom made badges to fit 
your budget. 


Advise quantity you need 
and budget for free de- 
signs and estimate. 

OTHER BALFOUR SERVICES 
DIPLOMAS & 
CLASS RINGS 

Write us outlining 


your requirements 
for our proposal. 


C. S. & C. Dept. 


L. G. BALFOUR CO. 


Factories 
ATTLEBORO - MASSACHUSETTS 
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(Concluded from page 115) 


Mr. Charles O. Knowlton, former 


| vice president and general sales man- 
| ager, has been promoted to executive 


vice president, a position created to 
assist Mr. Garvey. Mr. Raymond An- 


thony will assume the duties of gen- | 


eral sales manager relinquished by Mr. 


| Knowlton. Mr. James M. Dewey was 


made assistant general factory man- 


ager. 


Joining the company in 1919, Mr. 


Knowlton has served in both manu- | 


He 


Mr. Anthony, who was assistant 


general sales manager at the time of 


| sales co-ordinator for the dry-cleaning 


division, and assistant to the general 
sales manager. 

Mr. Dewey joined the American 
Laundry Machinery Company in 1927, 


| as a member of the Factory Depart- 
| ment. He was production engineer of 
| the General Factory Department at 
| the time of the promotion to his pres- 


ent position. 
The company has factories at Cin- 


cinnati, Ohio; Rochester, N. Y.; Ken- | — 
| ilworth, N. J.; Toronto, Canada; and | 
| London, England. 


American Safety Razor Corporation 


SUS7 per gal 
ORL 


@ Why lose 

valuable SILVER every ch inge 

OF fix’? MCO Ceilec. 
tors turn this waste int: ex- 
tra CASH earnings, as wei! as 
SAVING changing time and 


chemical cost by lengthening 
efficient life of X-Ray “fix’ up 
to 50%! 


Size 


“A” TAMCO unit for § 
Gal. X- 


y 
tank: $7.00. Replace. 
ment units FREE of 
charge each time. 


WRITE TODAY FOR 
FULL DETAILS !, 
STATES SMELTING 
& REFINING CO. 


| SILVER COLLECTORS 415 victory st. 
‘a 


LIMA, OHIO - 


: : : | Zinser Personnel Service is dedicated to 
his promotion, had previously been | 


the service of trained hospital personnel. If 
you are a nurse Superintendent, Instructor, 
Dietitian, Medical Technician or General Duty 


| Staff Nursing looking for a position, please 
| write us. Many splendid openings in all parts 


J. B. Zikas & Associates, 5625 Lan- | 


kershim Boulevard, North Hollywood, | 


Calif. now represents the A.S.R. Hos- 


pital Division in the eleven western | 
It is contemplated that in the | 


states. 


near future warehouse stocks of all | 


A.S.R. hospital products will be main- 
tained in North Hollywood in order 
to provide rapid service. 


J. A. Deknatel & Son, Inc. 


Dr. Leonard D. Kurtz has been ap- 
pointed technical director of J. A. 
Deknatel & Son Inc., manufacturers 
of surgical sutures and operating room 
specialties. 
the recent entrance of Deknatel into 
the manufacture of sterile sutures; the 
new building erected for the sterile 
suture department is now in full op- 


| eration. 


This appointment follows | 


Dr. Kurtz is a Diplomate of the | 


| American Board of Radiology and has 


been a consultant of the Veterans Ad- 
minstration. In addition, Dr. Kurtz 
has been a frequent contriburor to 


‘ medical and surgical journals. y+ 


of the United States. Zinser Personnel Serv- 
ice, 79 W. Monroe St., Chicago 12, Illinois. 


STOP tic? WATER 


A clear liquid which penetrates 1” or more into con- 
crete, brick, stucco,,etc., seals—holds 1250 lbs. per 
sq. ft. hydrostati¢ pressure. Cuts costs: Applies 
quickly—no mixing—no cleanup—no  furring—no 
membranes. Write for technical data—free sample. 
HAYNES PRODUCTS CO., OMAHA 3, NEBR. 
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Official journal of The Fed- 
eration of Catholic Physicians’ 
Guilds. 


Articles appearing in this 
publication promote Catholic 
philosophy and ethics in med- 
ical practice. 


Especially recommended for 
physicians, nurses, the chap- 
lain, the hospital and nursing 
school libraries. 


yearly subscription 
$2.00 
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